Minnesota Medirine 


Journal of the Minnesota State Medical Assoriationw 





APRIL, 1919 





CONTENTS 
ORIGINAL ARTICLES— 


LaTE RESULTs IN STOMACH SuRGERY. By Arnold Schwyzer, M. D., St. Paul, Minn......... 


RecTAL SuRGERY UnpER LocaL ANESTHESIA. By Robert Emmett Farr, M. D., Minneapolis, 
Minn. 


DERANGEMENTS OF THE SEMILUNAR CARTILAGES OF THE KNEE Joint. By M. S. Henderson, 
M. D., Rochester, Minn. 


Hay Fever anp AstuMa. By /. G. Parsons, M. D., Sioux Falls, 8. D. 
Typuoiw Fever. By J. J. Chesley, M. D., St. Paul, Minn. 


(Continued on Advertising Page III.) 





ENTERED AT THE POST OFFICE IN SAINT PAUL AS SECOND CLASS MAIL MATTER. 
ACCEPTED FOR MAILING AT THE SPECIAL RATE OF POSTAGE PROVIDED FOR IN SECTION 1103, ACT OF OCTOBER 3, 1917, AUTHORIZED JULY 13, 1918. 








Furunculosis, Acne, Cystitis 


And other infections of a chronic 
nature are best treated with an 
Autogenous Vaccine. 

The success accredited to Auto- 
genous Vaccines prepared in the 
Beebe Laboratories is due to the 
Careful Isolation of the organ- 
isms, Divitalization without ex- 
cessive heat,and Intelligent 
Standardization. 


I2vias - -. - $10.00 


Specimen containers sent free on request 


BEEBE LABORATORIES, lnc, St. Paul, Minn. 



































PRICE LIST OF PLAIN AND FORMALIZED 


PYOKTANIN CATGUT 


Manufactured by 


The Laboratory of the Ramsey County Medical Society 
LOWRY BUILDING 


ST. PAUL, MINN. 


Per Dozen Strands 
Size OO—14 inches 
Size O—14 inches 
Size 1—14 inches 
Size 2—14 inches 
Size 
Size 








Size OO—28 inches 
Size O—28 inches 
Size 1—28 inches 
Size 2—28 inches.... 
Size 3—28 inches... 
Size 4—28 inches 


Special Discount to Hospitals and to the Trade. Cash must accompany the Order. 





ADDRESS: 


Laboratory Ramsey County Medical Society 


Lowry Building, Saint Paul, Minnesota 





For Sale by all Druggists 



































Minnesota Medicine 


Journal of the Minnesota State Medical Assoriation 





Vol. II 


APRIL, 1919 


No. 4 





ORIGINAL ARTICLES 


LATE RESULTS IN STOMACH SURGERY* 


ARNOLD ScuwyzeER, M. D. 
St. Paul, Minn. 


This paper was prepared for two reasons; 
first, because one hears repeatedly that the 
surgeons do not give enough information on 
the late results in their stomach cases, and 
second, because it was hoped that a complete 
picture of one’s practice, including all the 
doubtful cases as they present themselves, 
might be of some interest. That the ma- 
terial is quite modest deprives it of a statisti- 
cal value in the face of the most wonderful 
experience of others in our midst, but on the 
other hand it allows of a comprehensive bird’s 
eye view. I went back to January 1904. It 
is about 14 years since the posterior gastro- 
enterostomy was introduced by Czerny and 
Petersen. Since that time stomach surgery 
has not changed materially in any way ex- 
cept that it became much more popular among 
a more proficient profession and a more alert 
public. 

In this study we did not include the few 
gastrostomies, as they were done for oesophagus 
conditions. Unless greatly desired by the 
patient, they are worthless. 

Our material during the mentioned period 
comprises: 

Carcinoma of the stomach, 26 cases with 
1 death. 

Uleers, including strictures of pylorus, 76 
cases with 1 death. 

Acute perforations of ulcers, 15 cases with 
4 deaths. 


*Presented before the Minnesota State Medical Association, 
August 29-30, 1918, Duluth, Minn. 


Ptosis and dilatation without definite strict- 
ure, 13 cases with no deaths. 

Unclassified cases, mostly indistinct indica- 
tions, 9 cases with 2 deaths. 


Total: 139 cases with 8 deaths. 
rs 


Carcinoma of the Stomach 

Nine times a gastro-enterostomy was per- 
formed, which was followed in two cases 
later by a resection of the stomach. Gastro- 
enterostomy for cancerous pyloric obstruc- 
tion is, of course, of little benefit, though 
our patients felt better at least for a short 
time, if we except one, who, after an apparent- 
ly prompt operative recovery, left the hos- 
pital in ten days but died one month later 
with an abscess of the abdominal wall. To 
mention the other extreme in result: one 
case, operated in May 1913, had gained thirty 
pounds 5 weeks after the operation, and only 
died in Feb. 1917. The carcinoma, situated 
at the pylorus, seemed definite at the time 
of the operation. 

Among the 17 resections of the stomach 
(partial gastrectomies) there was 1 death due 
to the advanced cachexia with oedema. The 
ease should have been left to die without 
operation. In the other cases the operative 
recovery was prompt and smooth. Needless 
to say that the carcinoma was demonstrated 
by the microscope in every instance. Ar- 
ranged according to the degree of result, the 
cases are as follows: 

Eight cases, which were almost too far 
advanced for operation, were bettered for 
only a short time. One of them left the hos- 
pital in 6 days, feeling happy over his im- 
provement, though the mesocolon was in- 
volved already. Of the second I find the 
assistant’s note: Simplest convalescence. He 
went back to work for a few months. The 
third one, a woman, who had a large resec- 
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tion for a carcinoma gelatinosum, was op- 
erated upon in May 1915, then did her house- 
work all that summer, felt pretty well in 
December, but in April 1916 reported that 
she vomited at times; a recurrence could then 
be felt. A fourth case, a pyloric carcinoma 
with glandular involvement, gained 19 pounds 
in six weeks, but died 10 months later. A 
fifth one with a splendid recovery, left the 
hospital after 6 days, gained 35 pounds in 
31 days, but died 13 months later. Of a sixth 
one I can only get the information that he 
improved after the operation, but I soon lost 
track of him. A seventh case was very happy 
for 6 months, then a gradual return of his 
trouble was noticed. The case, had really 
been too far advanced at the time of the 
operation. An eighth case, a woman operated 
in 1905, had a segmental mesogastric resec- 
tion in one piece with the transverse colon 
and all of the omentum. She made a very 
elegant recovery, the happiness was greatest. 
Six days after the operation she was singing 
and two days later she was up in a chair. 
Two months after the operation she began 
to feel bad again, and promptly died one 
month from then. 

Of a ninth case, a woman 41 years old, 
operated upon in May 1904, I have the in- 
formation that for twelve months previous 
to the operation she had vomited, lost flesh 
and suffered quite steady pains in the stomach. 
_ The resected piece measured 10 cm. on the 
lesser, and 20 em. on the greater curvature. 
She sat up in a chair after 3 days, and left 
the hospital in 2 weeks. Seven months after 
the operation I made the note that she looked 
brighter and younger. She then felt “fine’’ 
up to July 1905. In March 1906, 22 months 
after the operation, she wrote that she had 
no pain in the stomach, but that the food 
seemed to stop at the pit of the stomach, 
and that she had lost weight. 


A tenth case was a woman who was operated 
upon last December. She feels very well so 
far. It was a carcinomatous ulcer near the 
pylorus. 


An eleventh case (op. Feb. 1915) had come 
in a precarious exsanguinated condition. A 
gastro-enterostomy was performed and after 
four weeks this man had improved so much 
that, notwitstanding the advanced condition, 
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a more radical measure was attempted, be- 
cause the mass had been found to stil! be 
movable. On opening the abdomen the car- 
cinoma was seen to be grown firmly to ab- 
dominal walls. During the manipulations the 
lumen of the stomach broke open. The car- 
cinamatous mass was ulcerated through and 
thus had produced the adhesion to the ab- 
dominal wall, which was resected with the 
stomach. It became necessary to keep this 
hole closed by a sponge and constant finger 
pressure during the resection of the stomach. 
This patient made a surprisingly good re- 
covery, was hale and hearty after two years, 
Dr. Schuldt, with whom I had this case, in- 
forms me that the man did light work until 
six months ago, at which time he was pinched 
between two street car doors. He had felt 
pretty well until then. A gastric fistula here- 
upon developed and the patient died three 
months ago, I presume with a recurrence. 

A twelfth case, a man, who was operated 
on Sept. 27th, 1915, had again a too far ad- 
vanced condition. The liver and the pan- 
creas were slightly invaded by continuity. 
Since glands were, however, not involved toa 
marked degree, a resection was made. Liver 
substance, about } em. thick, was removed 
over a small area together with the tumor, 
also a small portion of pancreatic tissue. The 
symptoms previous to the operation dated 
back 3 years. He had vomited at first after 
meals only, later often, and any time. The 
patient now writes that he gets pains, when 
he eats certain things. He feels well, how- 
ever, looks very well, and has not vomited 
since the operation. His average weight had 
been 140 pounds; 5 years before operation it 
had been 150; at the time of the operation 
130 pounds; now it is again 150. 

A thirteenth case was a woman 56 years 
old. She had had stomach trouble for 13 
years with much pain and vomiting. She 
made a very smooth recovery, was able to 
leave the hospital 9 days after her operation. 
Five years before operation she had weighed 
140 pounds, at the time of the operation 119 
pounds, now 142 pounds. She eats every- 
thing and has not seen a doctor during the 
past year. 


A fourteenth case, a man, was operated 
upon in April, 1915, for an ulcerated carcinoma 
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RESECTION OF STOMACH FOR CARCINOMA 





Condition at 
Operation 


Operative 
Procedure 


Date of 
Operation 


Time 


Result 


Summary Final Result 





Mesocolon involved. 


lorie area. 


Advanced care. of py- 


Gastrectomy with resec- 
tion of mesocolon. 


December 
1909 


Very smooth re- 


covery. 


operative 


Improved for a short time 
only. 





67 years. 


Advanced arc. 


to the left. 


near 
pylorus, invading les- 
ser curvature far over 


Gastrectomy with poste- 
rior gastroenterostomy. 


November 
1915 


Simplest operative recovery; 


later went to work again for 


several months, 


Improved for a short time 
only. 








Case 3— 
Mrs. P. 


Large care. 
sum. 


gelatino- 


Resection. 


Much improved for eleven 
months, then a_ recurrence 
could be felt and vomiting 
reappeared. 


Improved for a short time 
only. 








Case 4— 
Mr. F. 
Age 37 
years. 


Carc. of pyloric portion. 


Ant. gastro-enterostomy 
followed immediately 
by gastrectomy. 





Case 5— 


Mr. Bo. 


Care. of pyloric portion. 


Gastrectomy after ant. 
gastro-enterostomy had 
been done 6 weeks pre- 
viously. 


September 
24, 
1912 


Gained 19 Ibs. in 6 weeks, vom- 
iting stopped; died ten 
months later. 


Improved for a short time 
only. 





Smoothest operative recovery; 
gained 35 Ibs. in 31 days; 
died October, 1913. 


Improved for a limited time 
only. 





Case 6— 
Mr. St. 


Care. of pyloric area. 


Resection. 


January 
1908 


Was improved after operation: 
then soon lost track of. 


Improved, 








Case 7— 
Mr. Ph. 


Care. far advanced. 


Resection. 


February 
1915 


Was much better for 6 months, 
then gradual return of the 
symptoms. 


Improved temporarily. 





portion cf stomach, 


and meso-colon. 


Care. involving middle 


had grown to colon 


Mesogastric resection in 
one piece with trans- 
verse colon and omen- 
tum. 


June 


14, 
1905 


“|Smooth recovery from oper- 


ation; died 3} months later. 


Improved temporarily. 








41 years. 


Care. of pyloric area, 
large. 


Large resection, 10 em. 
on lesser, 20 em. on 
greater curvature. 


May 
17 
1904 


Felt well for 14 months, then 
22 months after operation 
beginning of symptoms of re- 

currence. 


Temporary improvement. 








Case 10— 
Mrs. G. 


60 years. 


at pylorus. 


Uleus carcinomatosum 


Comparatively large re- 
section. 


December 
1917 


Smooth operative 


recovery, 
feels well so far. 


Well so far (9 months). 








Case 11— 
Mr. G. 


ation anteriorly. 


general appearance. 


Carcinoma grown to ab- 
dominal wall; perfor- 


Marked cachectic 


Resection. Gastroenter- 
ostomy had been done 
4 weeks previously in 
exsanguinated condi- 
tion. 


February 
1915 


Surprisingly good recovery; 
worked for 3 years. Six 
months ago injury; gastric 
fistula and 3 months later 
death, probably with recur- 
rence. 


Well for 3 years, died after 
34 years. 





Care. of pyloric half of 


liver and pancreas. 


stomach, adherent to 


Resection of stomach to- 
gether with small area 
of liver and pancreas 
tissue. 


September 
1915 


Smooth recovery. His weight 
5 years before op. was 1 


lbs., at time of op. 130, now 


150 lbs. Feels well, pain, 
when eating food that does 
not agree; no vomiting. 


Well after 3 years. 





Case 13— 
Mrs. L., 


56 years, 


Care. of pyloric area. 


Resection, post. G. E. 


April 
10, 
1915 


Uneventful recovery. 


Well after 34 years. 





Case 14— 
Mr. Br, 


66 years, 


years. 
“awful” 
vomiting. 


Ulcerated carc. of pos- 
terior wall near pylo- 


rus, 

Stomach trouble for 3 

For 1 year 
pain and 


Resection. 


April 
22, 
1915 


Smooth recovery. Can not eat 
sweet things, otherwise feels 
well. 


Well after 34 years. . 





60 years, 


ing. 


Pylorus care. Had had 
stomach trouble for 
25 years with vomit- 


Resection. 


January 
1915 


Smooth recovery. 
time of operation 125 lbs.; 
now 147 lbs. 


Weight at 


Well after 3 years and 7 
monthe. 





Case 16— 


Mr. Sch, 
60 years. 





noviorus. 


Care. cylindro-cellulare 
size of woman’s fist, 
on posterior wall near 


Extensive resection. 





February 


’ 


1905 





Uneventful recovery. 
had come down from 140 Ibs. 
to 109, now 139-135 Ibs. 





Works everv dav: no trouble. 


Weight 


Well for 13} years. 











on the posterior wall near the pylorus. It is 
thus three years and four months since the 
operation. He answers in the questionnaire, 
that he had had stomach trouble for three 
years previous to the operation, and that for 
one year before the operation he could not 


do any kind of work. Anything he ate would 
produce severe pain. He now cannot eat 
sweet things, but outside of this he declares 
to have no trouble. 

A fifteenth case, a man of 60 years, had his 
gastrectomy in January 1915. He answers 
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that his stomach had troubled him for 25 
years with vomiting in spells. He weighed 
125 pounds at the time of operation, now 
he weighs 147. The operation relieved his 
symptoms. He had no pain in the abdomen 
for the past year, nor has he vomited. He 
states that he can eat everything and has 
not consulted a doctor since the operation. 
The sixteenth case is well today after 134 
years. It was a man of 60 years. He was 
operated on Feb. 24th, 1905. Since summer 
1904 he had suffered from pain in the stomach. 
Loss of appetite. His weight came down from 
140 pounds to 109. The carcinoma involved 
the pyloric area, and was the size of a woman’s 
fist. An extensive resection was done at 
a good distance from the tumor. On the 
proximal side we had two inches of apparently 
normal stomach wall on the removed speci- 
men. This was a deciding feature. Examina- 
tion of the specimen revealed that, while 
the tumor mass protruded greatly into the 
lumen of the stomach and seemed at first sight 
well outlined, the bordering normal looking 
stomach wall showed on its cross-section 
some thickening which gradually diminished 
toward the outer regions. Microscopically it 
was found that, outward from the macroscopic 
tumor, the carcinoma extended for one inch 
in the submucosa. Another favourable feat- 
ure was that we had to deal with an adeno- 
carcinoma. These cylindrical cell carcinomata 
are known not to invade the glands as early 
as the other forms. This patient, who left 
the hospital after 12 days, is now over 73 
years old, and is still working every day. He 
reports that he feels very well, has no trouble 
at all, and weighs from 130 to 135 pounds. 
If we summarize these end results, we have: 


Seven cases—far advanced ones—tempo- 
rarily improved, but having recurrence or 
being dead within a year. 

One case, after primary improvement, could 
not be traced. . 

One case felt well for 14 months; after 22 
months signs of recurrence. 

One case well after now nine months. 

One case felt well for 3 years, then died 
six months later after an injury, most prob- 
ably with recurrence. 

One case living and apparently quite well 
after now 3 years. 


Two cases well after 3 years and 4 mon‘hs, 
One case well after 3 years and 7 monihs, 
One case well after 13} years. 

Leaving out the case who is wel!, bit op- 
erated only 9 months ago, there are 15 pa- 
tients who could be traced. Of these six 
passed the three year limit and five of these 
are apparently free from recurrence so far. 
It is very evident from the histories that the 
chief and dominating factor which determines 
the results, is the advance of the growth. We 
all must clearly recognize the fact that, if we 
treat or “study” for any length of time a 
case with steady stomach symptoms that will 
not promptly improve under a very strict 
management, we are robbing our patient of 
the only factor which has any telling value. 


Non-malignant Cases 

The largest number of cases are represented 
by the ulcers including strictures. With ex- 
clusion of the acutely perforating cases this 
group comprises 76 cases. 

In 3 cases a partial gastrectomy was per- 
formed. One of these, who had been suffering 
for 3 years previously, had lost 30 pounds. 
He had a thick fibromatous mass involving the 
pyloric area. Before removal it looked sus- 
picious of carcinoma. This patient is entirely 
well for 43 years now and can eat all foods. 
The second and third cases of resection for 
ulcer had hypertrophic ulcers at the lesser 
curvature, one was operated upon 34 and 
the other 1} years ago. Both report them- 
selves as well since the operation. 

In one case only do I find the excision of a 
small deep, bottle-shaped ulcer at the pylorus. 
This excision was combined with a pyloroplasty 
according to Finney. It is 73 years since the 
operation. Upon our circular letter this pa- 
tient writes that he has to take care of what 
food he eats; he cannot eat pork or dry white 
bread. He vomited 2 or 3 times during the 
last year with sour stomach and sick head- 
aches. His condition is apparently not en- 
tirely relieved. He is a hard working man 
of moderate strength. He used to bloat be- 
fore the operation which would make him 
faint. So a nervous element may be in this 
case. Nevertheless, he reports that the op- 
eration relieved his symptoms, which had con- 
sisted of a great deal of pain, bloating and 
regular vomiting soon after eating. Probably 
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a gastroenterostomy would have given better 
drainage and more rest to the ulcer-bearing 


area. Unless we have a simple stenosis of 
the pylorus without any recent open ulcera- 
tion, the pyloroplasty does not give the same 
degree of relief as gastroenterostomy. There 
is surely often a moderate obstruction in the 
third and fourth portion of the duodenum 
which can be recognized when the size of the 
duodenum is compared with that of the 
jejunum. This latter is then quite often found 
empty and contracted, while the duodenum 
is filled and even ballooned. An angulation 
at the duodenojejunal junction, in other 
cases a pressure from the mesenteric vessels, 
etc., probably play their part. 

In one such case we had an obstruction of 
the lower horizontal portion of the duodenum 
due to an inflammatory mass in the body of 
the pancreas. 

The comparatively large group of drainage 
operations for ulcers and strictures contains 
eight gastro-enterostomies for ulcers of the 
lesser curvature; 

Seven  pyloroplasties 
pyloric strictures; 

One pyloroplasty (Finney) for congenital 
hypertrophic stenosis; 

Twenty-five gastro-enterostomies for pyloric, 
and pyloro-duodenal ulcers; 

Thirty-one gastro-enterostomies for definitely 
duodenal ulcers. 

Total seventy-two. 

The ulcers of the lesser curvature are known 
to yield to gastro-enterostomy less readily 
than those of the pylorus. Nevertheless, 
apart from the two above mentioned partial 
gastrectomies, we treated the 8 other cases 
of ulcer of the lesser curvature simply with 
gastro-enterostomy, one anterior and 7 pos- 
terior. The ulcer mostly formed a large thick 
mass. Arranged according to the degree of 
result, the cases are as follows: 

Case 1: A woman, had a hemorrhage a 
week after the operation but made after this 
a good recovery. She could not be traced. 

Case 2: A man operated in May 1917, 
reports that he had had stomach trouble for 
10 years before operation, gas and pain after 
eating. Was 9 days in the hosptial. Weight 
5 years before operation 160. At time of 
operation 156. Now 165. Since the opera- 


after Finney for 
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tion he is.partly relieved; he still has some 
pain and gas after eating. Meat, potatoes 
and coffee give some distress. He has not 
consulted a doctor within the last year. 

Cases 3 and 4: One case was operated 10 
months ago and another, 4 months ago. 
They are very well. 

Case 5: A man of 60 years made a very 
happy recovery, felt well and gained much 
weight; but he died one year later of some 
cerebral condition. 


Case 6: A young woman of 22 years with 
a mass quite suspicious looking, is well since 
23 years. 

Case 7: Was a very interesting case, a 
lady 53 years old. Seventeen years ago her 
abdomen had been opened, a tumor was 
found which was declared malignant and in- 
operable. The abdomen was closed. Six 
months later, the late Dr. Dunn of Minne- 
apolis made a posterior gastro-enterostomy 
declaring the mass to be a hypertrophic ulcer 
of the pylorus. She was then well for 11} 
years. When I saw her, her old symptoms, 
pain and regular vomiting, had come back 
since about one year. X-ray showed an ob- 
literated pylorus with nearly complete oblitera- 
tion of the whole pars pylorica, furthermore, a 
niche of Haudeck far up on the lesser curvature. 
At the operation we found that though the 
gut was still broadly attached to the stomach, 
the gastro-enterostomy opening of the mucosa 
was closed down to an opening just large 
enough to admit an ordinary quill. The gut 
was separated from the stomach and at the 
same spot an extra large gastro-enterostomy 
was again made. The patient is now well 
for nearly four years and can eat everything. 

Case 8: Had a strictured pylorus at the 
same time with his mass at the lesser curvature. 
Operated over 103 years ago, is now very well 
and happy; eats everything and writes an 
enthusiastic answer to our, questionnaire, is 

“happy as a lark.” 

The cases 4, 5, 7 and 8 had at the same 
time a distinct stenosis of the outlet of the 
stomach. The prognosis as to relief was 
therefore at once better than in the others. 
In case seven there is little doubt that the 
ulcer far up on the lesser curvature (toward 
the posterior wall) was due to the retention, 
as it formed when the outlet became blocked. 
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Thus ulcers even far up on the lesser curvature 
have their relation to insufficient emptying of 
the stomach and gastro-enterostomy would 
appear to have its good foundation. Our 
highest authorities advocate excision of these 
ulcers, because the simple gastro-enterostomies 
did not satisfy in a sufficient degree. Others 
were, however, very successful with gastro- 
enterostomy alone. 

Summarized, the outcome in our eight 
cases is: 1 not traced, 1 improved, and 6 well. 
Three of these cases were observed for more 
than two years after the operation; they are 
well today, after 23, 4 and 103 years respect- 
ively. 

Pyloroplasties 

While open pyloric ulcers are as a rule 
better treated by gastro-enterostomy, there 
are clean cut strictures of the pylorus where 
there appears no additional difficulty of transit 
in the course of the lower duodenum. In 
these a pyloroplasty, preferably after Fin- 
ney’s modification, reproduces a more ideal 
anatomic state. However, if the stomach was 
dilated for a long time, and if the tonus of 


the stomach wall is poor, the free and more 
direct drainage given by the gastro-enterost- 


omy, brings better relief. Thus of late years 
we have drifted away from the pyloroplasty. 
Apart from a congenital stenosis, I find seven 
cases all operated by the Finney method. 
The information as to their present condi- 
tion is the following: 

Of two cases, operated upon in 1907 and 
1908, I have no record, except that the op- 
erative recovery was good. Of a third case, 
a young woman operated in November, 1908, 
I only have the information, that her stomach 
was “quite well’? two years later. 

A fourth case reported eight years after 
his operation, that he again had pain two 
hours after eating and that his stomach was 
well, though he had gained from 120 to 155 
pounds since the operation. 

A fifth case, operated upon 10 years ago, 
reports occasional pain and frequent vomit- 
ing. He eats however, everything and has 
gained 15 pounds since the operation. 

The sixth case was operated upon 133 
years ago. He did not have a definitely clear 
condition. The stomach was large, the pylorus 
appeared distinctly, but not excessively sten- 


osed. He had suffered from severest attacks 
of nausea. This patient could only be classed 
as moderately improved, though he wrote me 
two years after the operation that he thought 
the operation saved his life and that he had 
gained 35 pounds. Later on attacks of vomit- 
ing reappeared with entirely healthy and 
long intervals. The clinical picture now looks 
like a neurotic condition, and the meager re- 
sult should hardly be charged to the particular 
method of operating. 


The last case, a man of fifty-three years, 
operated 143 years ago (May 1904), reports 
that he is an entirely new man, has no pains, 
no indigestion, and eats all foods without any 
discomfort. 


Thus of the five pyloroplasties which were 
traced, one was moderately and two were 
greatly improved, while two others were 
cured, one of them reporting himself as very 
well after 2, the other after more than 14 
years. 


In open ulcers the gastro-enterostomy is 
more preferable, unless, perhaps as mentioned 
in a case above. the ulcer is excised and the 
opening shaped into a pyloroplasty. But 
here again we sacrifice some of the clinical 
result to the sense of anatomic esthetics. 
There is, however, one condition, where a 
pyloroplasty is more appropriate than a gastro- 
enterostomy, and that is the congenital pyloric 
stenosis. I have only one case of this kind. 
This pyloroplasty was performed nine years 
ago. Since then the pyloroplasty without 
division of the mucosa has rightly become the 
accepted method. 

The child weighed at birth 10} pounds. 
When it was three months old, it was brought 
for operation. It weighed then only 8 pounds. 
The condition was most miserable, though 
greatest care had been used by the physician. 
Three weeks after the operation the child 
only weighed 6 pounds and 15 ounces. One 
week later it was again 8 pounds. Two 
months after the operation it weighed 8} 
pounds; and from then on it steadily gained. 
When it was about two years old, the child 
was the picture of health. At the operation, 
which was done through a very small open- 
ing, we found the pylorus represénted by a 
solid cord, 13 to 2 em. long and as thick as 
“the tip of a lady’s little finger.” There 
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was no trace of fat anywhere. The omentum 
was reduced to a tiniest pseudomembrane-like 
remnant. The pyloric area could be lifted up 
and a simple rubber band was holding the 
lumina gently compressed. The bulky rigid 
pylorus was hard to sew and the anterior Lem- 
bert suture turned it in, in bulk, but enough 
lumen remained at the lower end. We felt, 
however, that it was necessary to go slow 
with the feeding for the first ten days. 


Gastro-enterostomies in Pyloric Ulcers and 
Strictures 

In this group are included the pyloro-duod- 
enal ulcers, unless they were plainly duodenal. 
A number of these may thus really have been 
duodenal in the beginning. There are 25 
cases in this group, no deaths. Our search 
for the end results was successful in only 22 
The three patients of whom we have 
no final report, had made good operative re- 
coveries. In three cases there existed a thick 
mass at the pylorus. All three have reported. 
One is completely well after 53 years; has no 
pains or gas and eats everything. The sec- 
ond case, a lady, had her operation 74 years 
ago. She reports that after having had pains 
for 35 years that she could neither sleep nor 
eat reasonably, and much vomiting, she was 
relieved by the operation to a great extent. 
Six months ago she had pains, though not 
severe. They were relieved by medicine. She 
has some gas and does not eat much meat, 
coffee or warm bread. She is suffering from 
asthma. The third one of these hypertrophic 
ulcer cases, a boilermaker, is perfectly well 
after 133 years. 

Two cases came to the hospital in an ex- 
sanguinated condition after copious bleeding. 
Both were middle aged men. In both cases, 
besides a posterior gastro-enterostomy, the 
prepyloric area was constricted and _ the 
arteries leading to the ulcer area tied at the 
upper and lower borders of stomach and 
duodenum. In either it seemed that any 
slight further bleeding would have been dis- 
astrous. Both cases made a good recovery. 
One of them was operated two years ago; 
he had been sick for three years. An ulcer, 
the size of a bean, was found on the posterior 
wall. Anterior gastro-enterostomy. He re- 
ports a gain of 20 pounds since the operation; 
he thus is within 5 pounds of his best 


cases. 


weight. He is relieved of his symptoms, has 
no pain nor gas, eats all foods and is only 
somewhet afraid of meat. The other ex- 
sanguinated case was operated in Nov. 1913, 
and had to be operated upon again last April. 
It was on account of a tuberculous peritonitis. 
I thus had a chance to inspect the gastro- 
enterostomy, which was perfect. The pylorus 
after 4} years was still definitely closed by a 
beautiful round white cord, the remainder of 
the strip of fascia which we had taken from 
the edge of the wound and thrown around 
the anthrum. The ends of the strip had been 
fixed by two fine linen sutures. There were 
no adhesions from this cord. This goes to 


show that the operative constriction of the 
pylorus does not always give way, as it is 
claimed. The X-ray in our case shows that 
the food leaves by the gastro-enterostomy. 
This patient eats now every kind of food. 


Of the remaining 17 cases, two, operated 
within a year, are well. 

Of two others, operated 1} years ago, one 
is perfectly well, the other improved. 

Two reported three years after the opera- 
tion that the stomach was entirely well. In 
one of them we constricted the prepyloric 
area on account of threatening perforation. 

One after 4% years feels well; has some gas 
when he eats cabbage or beans. 

One after 53 years feels “fine.” 

Two after 5% years are well. 

One after 6} years is well. 

One’ after 7} years had to take care in se- 
lecting his food, has pain and vomits when 
he gets improper food on the days when he 
travels with his threshing machine from one 
farm to another. He works hard, has his 
normal weight, no gas or sour stomach, and 
feels well as long as the food is properly pre- 
pared. 

Two cases after 72 years are well (one has 
occasionally sour stomach, but eats every- 
thing). . 

One case, a woman, operated 12} years ago, 
gained thirty-five pounds, and declares her- 
self well, though she has an occasional slight 
pain under the right ribs. 

One after 133 years is pretty well (neurotic 
woman). Before the operation she had what 
she called continuous vomiting, pains and 
hematemesis. She is working regularly now. 
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DUODENAL ULCERS AND 


STRICTURES 





Condition at 
Operation 


Symptoms 
Before Operation 


Date of 
Operation 


Leneth 

of time 

in hos- 
pital 


Nature of Operation 


Result 





Case 1— 
Ladv, 
35 Years. 


Duodenal stricture 
from _pericholecysti- 
tis. 


Much distress. For one 
year frequent vomiting. 
Twice in hospital for 
stomach in that time. 
The last three months 
stomach washed daily 
once or twice. 





Case 2— 
Ladv, 
51 Years. 


Stenosis of third por- 
tion of Duodenum by 
pancreatitic mass. 


Obstiuction practically 
complete. Great weak- 
ness. 


January 
1905 


10 
Weeks 


Anterior Gastro-enter- 
estomy and entero- 
anastomosis. Large 
gallstone removed by 
cholecystostomy. 


Stormy recovery as drain 
was pulled out on third 


ay. 
Gained 40 pounds since 
operation. 








Case 3— 
Man 
About 40 
Years 
Butcher 


Uleer. 


Severe pain in stomach 
for eight years. Vomit- 
ing, much gas. 


February 
1905 


Anteiior Gastro-enter- 
ostomy (G. E.) and 
entero-anastemotis. 


Stomach remained good, 
but I had to operate for 
gallstones later on. 


Very we'll 1 
for 13) 
Years 








Uleer on anteiior wall 

em. below pylorus; 

adhesion to omentum 
and gallbladder. 


April 
1908 


Posterior G. E. (nu- 
merous adhesions be- 
tween gallbladder and 
duodenum). 


A few days after oper- 
ation a severe hemorr- 
hage. Relieved of the 
vomiting and pain. 
Only when working very 
hard and food is im- 
properly prepared he 
has pains. Gained his 
normal weight back. 
Weight 5 years before 
op. 145 to 155; at op. 
140; now 152 pounds. 








45 years. 
Store- 
keeper. 


Uleer 2 em. below pylo- 

rus on ant. wall, size 

of finger nail. (Py- 
lorus narrow.) 


For two years “awful” 
pains two or more 
hours after eating, 
which then gradually 
increase. Vomiting. 


Posterior G. E.; adhe- 
sions freed. 


No report, except that 
operation convales- 
cence was uneventful. 
Up in chair the day 
after the operation. 


Greatly 
improved 
after 
10 to 14 
Years 











Large inflammatory 
mass involving upper 
duodenum and pylo- 
rus, 


Almost complete pyloric 
obstruction. Stomach 
trouble for 35 years. 


Posterior G. E. 


At times pain, never 
much, but can not eat 
all foods. Vomited once 
of late. Weight 5 years 
before op. 145, at cp. 
130; now 135. 


Improved 
for 7} 
Years 








Posterior G. 


No pain, no gas, 
everything; ‘nothing 
bothers now.” Weight 
5 years before oper- 
ation 119 pounds at op. 
112; now 150 lbs. 


eats 


Very well 
for 6} 
Years 








Business 
Man, 

61 Years 
Old. 


Large mass on posterior 
wall of duodenum Lin. 
below pylorus; Some 
suspicion of malig- 
nancy; stomach wall 
full of varicose veins. 


Stomach trouble for 
many years. 


Posterior G. E 


Up in chair after three 


Very well 
for 6} 
Years 





Editor, 
About 50 
Yearsold. 


Case 9— 
Man. 


Uleer. 


Obstructing symptoms; 
pain for many years. 
Utter emaciaticn. 


Posterior G. 


Works every day, feels 


very well. 


Very we'll 
after 
6 years 








“eating did 
the 


10 years 
not seem 
cause of it,’’ pain later 
continuously, whether 
he ate or not. Vomiting. 


Attacks of severe pain fcr| } 


Anterior G. 


Gained 20 pounds beyond 
his normal weight. No 
trouble of any kind. 
Eats “anything and 
everything.” 





Bleeding Ulcer. 


December 
1912 


Posterior G. E. 


Simple operative recov- 
ery. 





Duodenal 
stones. 


ulcer, gall- 


Terrible 
could 
thing. 
ing. 


ain in stomach 
ardly eat any- 
Severe vomit- 


January 
1913 


Posterior G. E. cholec- 


ystostomy. 


Gained 30 pounds since 
operation. No vomit- 
ing, but some gas. Eats 
all foods. 


Practically 
well for 
5} years 





About 55 
Years, 


Pylorus and first por- 
tion of duodenum 
form one mass. Pan- 
ereas thickened in 
neighborhood. Great 
dilatation of stomach. 


Stomach trouble for 20 
years. Bloating, vom- 
iting mostly in after- 
noon. Pain contin- 
uous for 3 weeks. 


February 
1913 


Posterior G. F. 


Very fine recovery, eats 
everything, no pain, no 
gas. Weight 5 years 
a op. 175; at op. 
145, now 168 Ibs. 


Very we'll 
for 5} 
years. 





Case 13— 
Lady. 


Pylorie ulcer 3} em.. be- 
low py!orus on outer 
posterior side. 


December 
1913 


Posterior G. E. appen- 
dectomy. 


Very smooth operative 
recovery. 





Case 14— 
Man. 


Ulcer on posterior wall, 
starting just below 
pylorus, size of 4 dol- 
lar, hard. Base of ul- 
cer running into pan- 
creas. 


Stomach trouble for 2 
years. Gas, vomiting, 
pain mostly at night. 


February 
1214 


Posterior G. E. Pylo- 
rus closed by fascia 
band. 


Has no trouble now. No 
pain, no gas, eats “what 
comes on the table.” 
Weight 5 years before 
op. 150; at op. 137: 
now 150 pounds. 





33 years. 


Uleer on posterior, cra- 
ter like. 











February 
1915 





Posterior G. E. 





Severe hemorrhage 20 
hours after operation. 
Now working on his 








homestead in Montana. 


Apparent], 
well after 
3} years. 
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Condition at 
Operation 


Symptoms : 
Before Operation 


Date of 
Operation 


Length 
in 
Hospi- 
tal 


Nature of Operation 


Result 


Summary 
Final 
Result 





Case 16— 


Uleer crater like, 14 em. 
low pylorus. Chol- 
ecystitis. 


Severe stomach pain 2 
hours after eating for 2 
years. Belching. 


June 
1915 


9 


4 


Days 


Posterior G. E. Chol- 


ecystectomy. 


Declares her’ symptoms as 
relieved but still has 
distress after certain 
foods and occasionally, 
however only after ex- 
ertion, right after eat- 
ing. 138 pounds before 
op., at op. 128; now 137 


Greatly 
improved 
fer 3 
years. 





44 Years. 


Uleer, thickening ante- 
riorly and externally, 
just bevond the sten- 
osed pylorus. 


September 
1915 


oO 


Posterior G. F. 


Lost track of after “ un- 
eventful recovery.” 
Patient is reported as 
having died about a 

year ago. ‘ause? 





Case 18— 
Man, 


5) Years. 


Perforating ulcer on 
posterior wall, pene- 
trating backward. 


Long lasting misery from 
eating. 


November 
1915 


Posterior G. E. 


Operation was difficult in 
the very obese patient. 
Undue tension on ac- 
count of bulky meso- 
colon. Died one week 
after the operation un- 
der peritonitic symp- 
toms. 

No autopsy. 








Case 19— 


Cs ‘ase 21— 
Man, 


7 
=é 


years. 


Large infiltrated area 
of size of dollar wit 
crater center of 
thumb nail size, cen- 
ter 5 cm. below pylo- 
rus on posterior wall. 


Trouble for 25 to 30 years. 


November 
915 





Bleeding ulcer size of 
finger nail. 


Great misery after eating, 
for 8 vears before op- 
eration. Anemic and 
thin. 


Posterior G. FE. 


Reports relief from all 
pain, no gas. Can eat 
any food without any 
trouble. Weight before 
op. 172; at op. 126; 
now 154 pounds. 


Very well 
after 
2} years 








March 
1916 





Ulcer on posterior wall. 


Has pains for a long time 
almost constantly. 
They were relieved by 
eating. About 2 hours 
after eating pain, vom- 
iting and belched gas. 


Posterior G. E. Pylo- 
rus closed by suture. 





When careless with his 
food he still has pains 
in cold weather. No. 
belching or vomiting. 
Avoids beans and fats. 
Weight 5 years before 
op. 137; at op. 107; 
now, 125 pounds. 


Greatly 
improved 
for 23 
years, 





Posterior G. E. Pylo- 
rus closed by sutures. 


His pains have reap- 
peared after awhile to 
some extent. No vom- 
iting, but gas. Raw 
apples and meat dis- 
tress. Weight 5 years 
before op. 160; at op. 
130; now 141 pounds. 


Improved 
for 2 
years. 








Case 22— 
Lady, 
49 vears. 


Case 23— 
Man, 
32 years. 


Duodenal ulcer at py- 
lorus posteriorly, 
edges thickened. 


Stomach trouble for one 
year. Intense pain af- 
ter eating. Gas, three 
times vomiting. At 
times would awake at 
3 A. M. with intense 
pain and could not 
stay in bed. 


Posterior G. E. 
Appendectomy. 


Reports “ absolute relief,” 
never eats, however, 
very much at a time. 
Eats no pork or cab- 
bage, otherwise most 
everything. No pains. 

Weight before op. 135; 
when leaving hospital 
117; now 133 pounds. 


Practically 
well for 
2 years. 








For one year burning in 
stomach and gas 2 to 
23 hours after eating. 

Vomits frequently, at 
times brownish mate- 
rial. Pain relieved by 
eating. 


Posterior G. E., closure 


of pylorus. 


Very prompt recovery. 
Weight 5 years before 
operation ‘160; at op. 
115; now 165. No dis- 
comfort of any kind, 
can eat anything. 


Very well 
for 2 
years. 





Case 24— 
Man, 
33 vears. 


Case 25— 
Man, 
45 years. 


About nine vears distress. 
More pain the last 
three weeks. Vomits. 
During the week pre- 
ceding the operation he 
had 10 to 12 attacks of 
colicky pain in right 
hypochondrium lasting 
30 minutes. 


January 
1917 


Posterior G. E., closure 
of pylorus. 


No pain now, no gas. 
_— everything ‘ ‘glad- 
- eight 5 years 
ess op. 178; at op 
160; - months after 
op. 215 
Now combing again) 193 
pounds, 


Very well 
for 14 
years. 





Ulcer 2 em. in diameter. 
Severe hemorrhage. 


Severe distress for years. 
Patient is in exsanqui- 
nated by very copious 
hemorrhage. 


January 
1918 


Posterior G. E. Liga- 
tion of arteries, clo- 
sure of pylorus. 


Very prompt recovery. 


Well 
since 
3 year. 





Case 26— 
Lady, 
50 years. 


17 years. 


Ulcer, not very definite 
exsanquinated condi- 
tion. 


Had _ severe hemorrhage, 
pain great. 


February 
1918 


Posterior G. E. 


Still severe anemia, 


pain. 


Moderately 
improved 





Ulcer on posterior wall, 
hard, 3 em. long, 
em. wide. Pancreas 
hard and thickened. 





For 1 year pain, most 
noticeable 1 to 2 hours 
after eating. Eating 
relieves. Three to four 
times during this year 
he took a bread and 
milk diet for a week or 
two at a time. Neo 
vomiting. 





February 
1918 








Posterior G. E. 








Well. 
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Condition at pogtems 
Operation Before Operation 


Date of 
Operation 


Length ya 

of time Summary 

in hos- Final 
pital Result 


Nature of Operation Result 





Uncertain ulcer; exsan-|Had severe hemorrhages 

quinated condition. 6 months previously. 
Much distress. Had 
improved under strict 
diet. Again copious] 
hemorrhages just be- 
fore operation. 


1918 


March 


Liga-|Improved and felt better.| Indifferent 
Acute broncho pneu-| result 
monia two months la- 
ter from which he died 
under repeated hemor- 
rhages. 


21 = {Posterior G. E. 
Days tion of arteries. 





Uleer on the posterior|Distress 
with a crater in the 
center. 


for 30 years. 
Many ulcer treatments. 
Of late more severe and 
lasting pains. 


Man, 
54 years. 


1918 


March 


Well} 
so far. 


Posterior G. E. No trouble of any kind 


since the operation. 





Case 30— 
Man, 
32 years. 


Uleer, long and narrow,|Distress for one year. 
on anterior wall, 3 
em. by barely j cm., 
starts just below py- 
lorus, runs longitudi- 
nally with the gut. 
The duodeno-jejunal 
junction is far over to 
the left and the meso- 
jejunum is thick and 
seems to produce a 
mild torsion. Appen- 
dix long, thin, kinked 
by adhesions, 


April 
1918 


Well = 


so far 


Posterior G. E. 


Very smooth recovery. 
Appendectomy. 





Case 31— [Ulcer 3 cm. below pylo-| Misery for many years. 

iy, rus posteriorly, like 

28 years. half cherry with stone 
removed. 











Posterior G. E. Very good recovery. 

















She had an anterior gastro-enterostomy with 
entero-anastomosis. 

One, a man, after 14} years is in splendid 
health. He gained 59 pounds the first 2 years 
after the operation. He had an anterior gastro- 
enterostomy with entero-anastomosis, as was 
usual in those days. 

In summing up, of 22 gastro-enterostomies 
for pyloric ulcers and _ strictures, the. later 
clinical results were very good in 19, while 
the other 3 cases were at least markedly im- 
proved. 


Gastro-enterostomies for Duodenal 
Ulcers 

Where we were afraid in these cases, that 
perforation threatened or where bleeding had 
been macroscopic, we usually closed the 
pylorus. In order to give an exact account 
of the after-results in these 31 cases an in- 
dividual enumeration in the form of a chart 
was prepared. 

In the table we find classified as: 

Very well—16 cases observed for the fol- 
lowing periods of time: 133 years, 133 years, 

#, 64, 6, 53, 53, 44, 23, 2, 14 years, and five 
cases less than one year; 

Practically well—3 cases observed for 53 
33 and 2 years; 


Greatly improved—3 cases observed for 104, 
3 and 23 years; 


Improved—3 cases observed for 73, 2 years 
and one-half year; 

Indifferent results—1 case; 

Died—1 case; 

No end result report—4 cases. 


If we consider only the cases observed for 
more than one year after the operation, we 
have reports from 19 cases. Of these the 
two poorest results were classed as improved. 
One had had an ulcer on the posterior wall 
of the duodenum. For a long time he had 
been most constantly in pain, and had suf- 
fered from gas and vomiting. He reports that 
he still has gas and pain, more so when he 
catches cold, and that raw apples and meat 
distress him. He has no vomiting any more, 
and of the thirty pounds which he lost in 
the five years previous to the operation, he 
gained 11 pounds back in the two years since 
the operation. The other one of the cases 
classed as improved, was operated 7} years 
ago; he feels pretty good, if he lives on a 
light diet. He gained 5 pounds since the 
operation; has at times pains, though never 
severe, while for two years before the opera- 
tion he had suffered from “awful” pains and 
vomiting. This is the only insufficient result 
among the older cases. It is striking that the 
good reports came at least as much from the 
cases of long observation as from the recent 
ones. 
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PERFORATED ULCERS 
A. PERFORATION LOCALIZED 





Operative Findings 


Pre-operative Symptoms 


Date of 
Operation 


Operative Procedure 


Post-operative Course 


Summary 
Final 
Result 





(History lost.) 


Patient was sent to hospital 
as emergency case with 
diagnosis of intestinal ob- 
struction; bad condition; 
fever. Before op. stomach 
washed, Strychnin 1/30, 
Atropin 1/80, Morph. 1/6, 
according to chart. 


September 
1910 


Anterior 
ostomy. 


gastro-enter- 





Died. 





Uleer perforated, but 
sealed. Nevertheless 
peritonitic irritation. 
Stomach much di- 
lated. 


Woman. 


Uleer misery for a long time. 
The day before the oper- 
ation signs of perforation. 
Pain severe all over abdo- 
men, 


February 
1911 


Excision of prepyloric 
ulcer; Finney’s py- 
loroplasty; gastro- 
plication. 


Good operative recovery. In 
1914 nephropexy and ap- 
pendectomy. Some com- 
plaint from time to time, 
not all due to stomach. 


Pretty 
well after 
74 vears. 





Uleer (pyloro-duoden- 
al) perforated, sealed. 


May 
1912 


Uleer inverted, nothing 
further done. 


Good recovery, observed for 
several months. Could not 
be found by questionnaire. 


Not traced. 





Pylorie ulcer, 
ated but 
sealed. 


perfor- 
lightly 


November 


Closure and invertion 
of ulcer. Posterior 
gastro-enterostomy. 


1912 


Weight five years before op. 
149 Ibs., at op. 127, now 
172 lbs. No trouble of any 
kind, eats all foods, 


Very well 
after 
5} years. 





Pyloriec ulcer, perfor- 
ated on anterior 
wall, sealed. 


December 


Uleer closed and cov- 
1912 ered by omentum. 
Posterior gastro-ent- 
erostomy. 


Good operative recovery. 


Not 
traced. 





Ulcer on anterior stom- 
ach wall; middle por- 
tion, midway be- 


Stomach trouble for months. 
For two days severe pain 
even on light touch. 


The sealed ulcer is left 
undisturbed on ac- 
count of the _ thick 


Much improved for about six 
months, then condition sta- 
tionary, and after one year 


Temporary 
improve- 
ment. 


tween lesser and 
greater curvatures. 
Perforation of 4 cm. 
diameter, sealed by 
omentum and fibrin. 
Large infiltration 
around it, 5 em. in di- 
ameter. 


-infiltration of the 
stomach wall. Pos- 
terior gastro-enteros- 
tomy. 


jaundice with apparently a 
malignant condition. 





Duodenal ulcer, perfor-|Severe aortic and mitral in- 

ated but sealed. sufficiency. Copious hem- 
orrhages during two weeks 
preceeding the operation; 
enormous heart. 











December 
1916 


continuous 
after the operation. The 
lesions of the wildly pound- 
ing heart seem to have fa- 
vored the bleeding. After 
two davs death. 


Uleer sewed over. Pos-|Bleeding again 
terior gastro-enteros- 
tomy; upper and 
lower pyloric arter- 
ies ligated. 














Three cases were classed as greatly improved. 
One of them, whose operation was over 10 
years ago, had had severe pains and vomiting 
for eight years previous to the operation. He 
now has pain only when with his hard work 
he gets improperly prepared food. He de- 
clares his previous symptoms as relieved and 
has gained twelve pounds since the operation. 
The second case, a young woman suffering 
from a crater-like ulcer, had a cholecystectomy 
at the same time three years ago. Now she 
still has some distress after certain foods and 
occasionally vomits after exertion. She gained 
nine pounds and declares her symptoms as 
relieved by the operation. Finally the third 
case of those classed as ‘“‘greatly improved” 
had suffered for eight years great misery after 
eating, was thin and anemic. His physician 
reports that he has no pains, when he is not 
unreasonable with his food. The patient says 
he avoids beans and fats. He gained 18 
pounds since the operation 2} years ago. 


Three cases were grouped as “practically 
well.” One after 5} years with a gain of 30 
pounds, eating all foods, only has some gas 
on the stomach. A second one is apparently 
well, working for 3} years on his homestead 
as bachelor farmer. The third one feels fine, 
has no trouble, but avoids pork and cabbage. 

Finally there were eleven cases who are 
very happy, refusing to find any complaint. 

In short, of the nineteen cases of duodenal 
ulcer treated by gastro-enterostomy and ob- 
served at least for 1} years or more, seventeen 
are satisfactory results with cure of the ulcer, 
while the remaining two were at least definitely 
improved in their symptoms. In the face of 
this experience it was surprising to me to read 
in a very recent article by Deaver, that gastro- 
enterostomy in duodenal ulcers does not give 
sufficient results and that he excises the: ulcer 
whenever he can. In direct opposition to this 
view is the experience of Rutherford Morrison, 
who declares that gastro-enterostomy here 
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PERFORATED ULCERS 
B. PERFORATION WITH DIFFUSE PERITONITIS 





Operative Findings Pre-operative Symptoms 


Date of 
Operation 


‘ Summary 
Post-operative Course Fins! 
Result 


Operative Procedure 





Acute perforation of py-|Stomach trouble for a long 
lorie ulcer. Turbid| time. Perforation about 6 
fluid in abdomen. hours old. 


April 
1910 


Uleer sewed over; pos-|For some time patient had to] Very well 
terior G. E., nodrain| be kept on diet. 





Pyloric ulcer. 
ation 8 hours old; oc- 
eurred right after 
breakfast. Much ma- 
terial in peritoneal 
cavity. 


time previously. 
Woman. 


Perfor-|Stomach trouble for a long] November |Closure of ulcer; poste-|Very well for 5 years; then 
1912 i i 


rior G. E., no drain. hemorrhage without pain. 
After strict diet good re- 


covery. 








Case 3— 
Man, 
48 years, 
Saloon- 
keeper. 


Duodenal _perforation;|Stomach trouble “‘all his life,” 
free soiling of abdom-| gas, pain after eating, vom- 
inal cavity. iting. Periodical drinker. 


Closure of ulcer; poste-|Can eat nearly all foods; still] Practically 
rior G. E., no drain. gets off on periodical sprees. well 
Weight 5 years before op. after 
160 Ibs., at op. less, now} 5} years. 
170 Ibs. 








Case 4— 
Man, 
About 
36 years. 


Pyloro-duodenal ulcer;|Previously operated for exo- 
free soiling of peri-| phthalmic goiter. Stomach 
toneal cavity. symptoms of recent date 

only. 


Closure of ulcer; poste-/No gas, no pain, no sour] Very well 
rior G. E. Cholecys-} stomach. Eats at liberty after 
tostomy for stones. within reason, Weight five 

years before op. 136 Ibs., at 

op. 124, now 162 lbs. 





Duodenal perforation|Sick for 10 days with perfor- 
with old surrounding} ation, diagnosed by his 
fibrino-purulent exu-| physician; refused oper- 
date; more recent] ation to the last. 
general peritonitis. 


52 years. 


Closure of ulcer; poste- Died 


rior G. E., drainage. 





Case 6— Duodenal perforation|Stomach trouble for a long 
Man, near pylorus; 6 hours| time before, but worked 
35 years old until perforation occurred. 


Closure of perforation,|Patient had to be taken out of| Very well 
posterior G. E., no| bed the day after the op. on after 
drain. account of profuse bron-| 13 years. 

chorrhea, otherwise good 

recovery. 





Case 7— 
Woman, 
55 years, 


Pyloro - duodenal per-|Sick for a long time with 
foration. Perforation| vague stomach symptoms. 
qu but two days 
old. 


March 
1917 


Very well 
after 
13 years. 


Closure of perforation,|Very good recovery under 
posterior G. E., no| strict diet. 
drain. 





Perforation pyloro-duo-|Treated for a long time, when 

enal; 44 hours old.| perforation occurred unex- 
Profuse soiling of per-| pectedly. 

itoneal cavity. 


43 years. 











February 
1918 


Closure of perforation,|Peritonitis. 
anterior G. E., drain- 
age. 


Died. 














seldom fails. The closure of the pylorus in the 
bleeding cases always gave us a decided feeling 
of safety. 

Perforated Ulcers 

We will now consider the perforated ulcers; 
and here two groups ought to be made; one 
where the ulcer is sealed by fibrin or where 
at least the peritonitic process is localized 
to the immediate neighborhood by a pro- 
tective agglutination; and a second group 
where the peritoneum is diffusely soiled with 
stomach contents. We consider in this group 
only the ulcers which perforated into the 
peritoneal cavity. Those perforating into’ the 
pancreas, the liver, ete., without involving 
the free peritoneum, are better called pene- 
trating ulcers. 

There were seven cases of perforated ulcers 
with a more or less localized process. One 
with a severe heart lesion died of hemor- 
rhages, and another one died whose history 
could not be found, but who was brought 
to the hospital in a very bad condition of 
peritonitis and obstructive symptoms. Among 


the eight cases with free soiling of the periton- 


eum by stomach contents, there are two 
peritonitic deaths. The first one of these had 
a perforation of ten days standing. It ap- 
parently had first been a more localized pro- 
cess. The patient resisted operation firmly. 
Finally two days after apparently a rupture 
of this rather localized peritonitic exudate he 
was brought to the hospital after an eight 
hour railroad trip. It seemed necessary to 
add a gastro-enterostomy to insure drainage 
from the stomach. Patient died within 24 
hours. A glimpse at the chart shows with 
one exception a gastro-enterostomy (or once 
a pyloroplasty) was added to the closure of 
the perforation—in all our cases. We always 
felt that, when the recognizable accumula- 
tions of fluid were once mopped out, what 
after that was lost in time by the gastro- 
enterostomy, was gained back by a more 
thorough sucking up of the remainder of 
fluid into the large gauze pads introduced into 
the Douglas pouch, the right kidney lodge, 
and often into the subdiaphragmatic space. 
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The second fatal case among those brought 


in with general peritonitis was operated 4} 
hours after the onset of his acute perforation. 
He died after five days. The operation con- 
sisted of closure of the pyloro-duodenal ulcer 
and gastro-enterostomy. The patient had 
been treated for many months for ulcer by a 
physician of renown. At one-thirty one night 
he had an excruciating pain. At three A. M. 
the entire abdomen was found rigid and 
3-srains of morphin did not relieve the pain. 
Gas and about a quart of fluid, like pea soup 
in appearance, was found in the free peritoneal 
cavity. It was carefully mopped out and then 
allowed to soak into the gauze. The opening, 
of the size to admit a lead pencil, was closed 
with linen. The lesser peritoneal cavity was 
obliterated, therefore an anterior gastro-enter- 
ostomy was performed. One stab drain into 
the kidney pouch and one into the Douglas. 
Five days after the operation the patient 
died of peritonitis. Some of these cases die 
because, through long retention and dilata- 
tion, the stomach contents have become in- 
fectious and are teeming with bacteria, while 
under normal conditions the stomach and 
duodenal contents are sterile or at least rather 
harmless. Ulcerated teeth, etc., especially if 
they harbor virulent staphylococci, surely 
play a nefarious role, as it was shown long 
ago that the gastric secretion, while destroy- 
ing many groups of pathogenic bacteria, does 
not kill the staphylococcus aureus. The two 
only cases that were drained, died. They 
were drained, because they were judged to 
be too far gone to be closed up. Did the 
drainage do harm? Perhaps this question 
cannot be answered in a general way, and 
would have to be decided for each individual 
patient. 


Of the eleven remaining cases of perforation, 
two, after a very good operative recovery, 


could not be traced of late. Of the others, one 
was temporarily improved for about a year, 
then gave signs of malignancy. One is feeling 
pretty well after 7} years. Seven report 
themselves as entirely well since the opera- 
tion for the following periods of time: 14, 1%, 


bE 1 3 3 1 
5, 53, 5%, 52 and 83 years. 


Ptosis and Dilatation Without Definite 
Stricture 

There comes now for our consideration a 
group of cases which often are a crux medi- 
corum. The surgeons as a rule are glad to 
leave these chronic sufferers to the care of 
their internal colleagues. The medical man 
gives them long rest cures with positional 
management, massage, tonics, stomach wash- 
ings, belts, special diets and finally, if they 
refuse to improve, a change of climate. They 
are the cases with dilated and ptotic stomachs, 
weakness and emaciation, mostly neurotic 
women. We have treated all our cases medi- 
cally for months and years with varying re- 
sults, that is varying from modest success 
downward. Thirteen such cases were finally 
operated upon. Some had retention at in- 
tervals and therefore we made six times a 
gastro-enterostomy and twice a Finney. In 
all but one case we shortened these stomachs 
by the formation of transverse folds, like the 
valvulae conniventes of the jejunum. We de- 
vised this procedure, a trasverse gastroplica- 
tion, as most of these stomachs are principally 
too long. The anterior surface was thus 
reefed by 3 or 4 transverse rows of interrupted 
linen sutures, starting near the cardia and 
ending not too near the pyloric grinding mill. 
This shortening stretched the lesser curvature 
and brought the pylorus to a more normal 
position. A shortening of the gastro-hepatic 
ligament may at times cssist in relieving the 
pyloro-duodenal kink of these ptotic cases. 

The chart shows that of our 13 cases we 
have end result reports from all but one. 

Two are only slightly, if any, improved 
after 2 and 43 years. 

Two are improved after 3} and 6} years. 

Four are greatly improved after 53, 63, 63, 
and 73 years. 

One is practically well after 5} years. 

Three are very well after 53, 93 and 14 years. 

The reports from these patients are really 
much better than one would expect them to 
be and we were rather surprised ourselves at 
the answers. None were harmed by the op- 
eration, practically all were at least some- 
what improved, two thirds of them greatly. 
We must, of course, admit that the grouping 
of our cases is to a certain degree arbitrary, as 
it could only be done to the best of our knowl- 









GASTROPTOSIS WITH DILATATION 
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in pit of stomach, usu- 
ally about 1 hour after 
meals. Pregnancy 
since three months. 








Continuous nausea. 








Eats all foods though 
some distress her more 
than others, 











Time — 

Condition at Symptoms Date of in Sum» ary 
Operation Before Operation Operation a a Nature of Operation Outcome Final” 
ta Re it 

Case 1— | Very dilated stomach, a|Extreme emaciation. Five| September 6 Anterior gastro, enter-|Two years later her stom-| Very « el] 
Girl, kink at the pylorus,| feet 8 inches tall, weich- 1904 Weeks | ostomy with entere| mach was pretty good,| for | 4 
17} yrs. which is very moder-| ing 68 pounds. Lies anastomosis. she was then 88 pounds.) ye: 

erately narrowed. motionless in bed. Up Then she kept gaining,| ~ 
to 10 ounces of thick now 137 pounds. At 
mucus washed out of present she is the har- 
stomach each day. diest one in the family. 
Marked retention of 
food. 

Case 2— /|Pylorus not stenosed.|Stomach trouble for 10 April 10 /|Transverse reefing of/Gained 25 pounds (from| Very ~vel] 
Young No pathology found] years, severe pains af- 1909 Days stomach and shorten-| 112 to 137) no vomit-| for ! 
Woman. except elongation of| ter eating followed by ing of gastro-hepatic| ing. Eats everything] years 

the flabby stomach} vomiting. ligament. except real sour things. 
with ptosis. 

Case 3— Great stomach misery|Gastroptosis, pyloric ste-| March 5 Pyloroplasty after Fin-|Pretty good improve-| Much 
Woman, for years. A great| nosis stomach large. 1911 Weeks} ney. Reefingofstom-| ment, continued men-| improved 
About portion of it seemed ach, tal distress, but no fur-| for 7! 
40 years. produced by mental ther treatment of stom-| years. 

agony from family ach needed. 
trouble. 

Case 4— |Dilatation and ptosis,|Stomach distress for sev-| November 3 Reefing of stomach.|Good recovery. From] Greatly 
Young no other pathology) eral years. 1911 Weeks Hemorrhoid opera-| time to time a little improved 
Woman. found. Pylorus good. tion. distress, Patient is or 63 

quite satisfied. Of late} years. 
years stomach good if 
careful. 

Case 5— [Dilatation and ptosis.|/For many years delicate,| January Reefing and posterior|Distinctly improved with| Improved 
Woman, uodenum wide in| gas and distress, at 1912 Gastro-enterostomy.| times of distress again. for 6} 
45 years.| comparison to jeju-| times in bed. Of late reported as] years. 

num. No other pa- pretty well. 
thology. 

Case 6— |Pylorus of normal size.|Stomach misery for many! February 12 |Posterior Gastro-enter-|Wrote repeated letters of| Greatly 
Woman Stomach ptotic and| vears, emaciation, great 1912 Days ostomy and reefing of} thanks. improved 
About 38| very large. weakness, stomach. 64 years, 
years, 

Case 7— |Stomach long and wide,|/Stomach trouble for 10) October 2 Finney and reefing of|Weight 5 years before op.| improved 
Seam- ptosis. Pylorus some-| years. stom- 1912 Weeks | stomach. 95; at op. 94; now, 100 reatly 
stress, what narrow. ach from childhood, pounds. Can eat bet-} for 5} 
42 years. declared herself an in- ter. Has very few sink-| years. 

valid, nausea, very ing spells and “all my 
much gas, many sinking friends say I look bet- 
spells caused from gas. ter than I ever did.” 
No pains, however. No pain, gas some- 
times. Eats little meat, 
4 avoids pastry and fresh 

breads. 

Case 8— /|Stomach trouble for 1}|/Relative stenosis of pylo-| December 9 Posterior Gastro-enter-|Weight 5 years before op.| Very well 
Woman, years. ‘ain, gas,| ris. No ulcer found. 1912 Days ostomy. Reefing of} 105; at op. 95; now,| for 5} 
Married. burning of late, pain| Gastroptosis. Elonga- stomach. (Three| 100 pounds, 7 weeks| years. 

0 to 20 minutes after} tion of stomach. Gen- rows of suture.) after childbirth. ‘‘No 
eating. Certain foods| eral visceroptosis. Liv- trouble at all.’’ No gas, 
+ a Afraid to| er distended several belching or sour stom- 
ea inches. ach, can eat anything 

If 4 has such pains that comes along. 
stools are black. 

Case 9— St trouble for|Dilatation of stomach.| February 9° Posterior or Gastro-en-|No pain in stomach dur-| Practically 
Married two years, nausea,| Pylorus stenoses, 1913 Days terostomy. Recfing| ing past year. Nosour| well for 
Woman vomiting after every} Omentum adherent. of stomach. stomach or belehing or| 5} years. 
about meal, pain under gas. ‘‘ By being careful 
35 years.| shoulder blade. Sick can eat everything.” 

aches, neuras- 
thenia. 

Case 10— February Reefing. Good operative recovery. No 
Woman. 1914 No later report. report. 

Case 11— |Stomach large and pto-|Stomach misery for over} March Reefing. Good operative recovery, Moderate 
Woman, | tic. 10 years, Great ema- 1914 moderate improve-| improve- 
45 years. ciation exhaustion, ment. ment for 

very neurotic. 4} years. 

Case 12— |Descensus and elonga-|Misery for many years.| January 19 |Exploratory operation.|I[mproved rapidly.| Improved 
Woman, tion of stomach.| Great emaciation, 1915 Days Pyloroplasty. Reef-| Gained appetite which| 3} years. 
37 years. Somewhat narrow| Aucer mentality. ing and freeing of| she had not had for 

py'orus lowest ileum lowest ileum loop. years. Later pretty 
loop tightly fixed good with bad spells in 
downward by a veil. tween. 

Case 13— |Stomach large, elonga-|Stomach trouble for 5 or} September 2 Reefing only. Weight 5 years before op.| Moderate 
Woman tosis. years. Bloating, 1916 Weeks 105; at op. 98 or 99;| improve- 
About much belching, often now 98 pounds. Relief ment 
25 years. continuous. Often pain “not to great extent.”"| 2 years 
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edge. Some of the good results may have 
been hidden ulcers, which were favorably in- 
fluenced by the drainage operation; others may 
have been better post but not propter opera- 
tionem. Nevertheless, I feel that when medical 
management has completely been driven to 
the wall, an operative attempt is justified, 
if this justification is determined carefully. 


Unclassified Cases 

Into a last group I had to put some cases 
which could not well be classed with the 
others. They were nine instances of varied, 
I must say sometimes indistinct, or even 
doubtful indication. The report of some of 
them comes like a confession. In these our 
procedures must in fairness be explained by 
an earnest desire to help, when no help from 
other measures seemed to be in sight. 

Two of these cases with unclassified indica- 
tion died; one, an inveterate drinker with 
peripyloritis of recent date, died from his 
cardiac condition, which was aggravated prin- 
cipally by the narcosis. The other died of his 
advanced pulmonary tuberculosis. 

One patient had severest vomiting spells and 
great gastric misery, finally profuse bloody 
vomiting. It was probably at least partly 
due to his lues, which was overlooked. The 
condition became so serious that it seemed 
proper to explore. Influenced by the alarm- 
ing general condition, the hemorrhagic vomitus 
and the appearance of the pylorus, which was 
narrow and rigid, we made a gastro-enterost- 
omy. This patient was very promptly and 
greatly improved. Before the operation his 
weight had been 135 pounds; while seven 
weeks later it was 149} pounds. The im- 
provement lasted for nearly a year, though 
no further treatment was used. After that 
the symptoms of paresis became quite out- 
spoken, and after about another year he died 
from his paresis. 

Four cases (1, 2, 5 and 6) were young wo- 
men with very ominous symptoms, but prac- 
tically negative findings. In young women 
negative gastric findings are well known not 
to be rare, even if the clinical picture appeared 
alarming. Moynihan had observed long ago 
that such symptoms princiaplly occur just 
before the menses. In our cases, which were 
observed for a good while, the pylorus seemed 
somewhat narrow and rigid or kinked. From 
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the post-operative course it became rather 
probable that some ulceration existed or had 
existed. Three are distinctly improved at the 
present time, which is 65 10} and 13} years 
after the operation. One is only little im- 
proved after 6} years. 


Two patients (3 and 9) had a difficulty in 
the duodenum from pericholecystitic adhesions. 
Both are greatly improved. Thus it is shown 
again; the more definite the pathology—the 
better the result. 

With this we have finished the report of our 
material since 1904. To sum up, we had 
15 acute perforations of ulcers with 4 deaths, 
27%. Grouped according to the operative 
procedures, we had among the other cases, 
including the carcinomata: 

Eighty-six gastro-enterostomies, with 2 
deaths, 23%. 

Thirteen pyloroplasties (Finney), 
death, 8%. 

Thirteen gastroplications (partly with other 
op.), with no deaths, 0%. 

Twenty resections, with 1 death, 5%. 

It can easily be seen that percentage calcu- 
lations need a larger material to produce a 
proper valuation of the relative danger of the 
different procedures. 

In this paper we principally wanted to em- 
phasize that the surgical results are not short- 
lived. Leaving aside all the cases which were 
observed for less than a year after the opera- 
tion, we have, including the carcinomata, 
recent reports from 91. Of these are well, 62; 
greatly improved, 12; improved, 15; temporarily 
improved, 2. 

When we consider only those observed for 
two years or longer, we have reports from 
72. Of these are well, 49; greatly improved, 
12; improved, 11. 

Of the 47 cases observed 5 years or over, 
we find reported as well today, 31; greatly 
improved, 9; improved, 7. 

Ten cases were observed for more than 12 
years. Of these are today, well, 8; greatly im- 
proved, 1; improved, 1. 

After sending the questionnaires and other- 
wise looking up our 106 discharged non- 
malignant cases, there were nine from whom 
we had no end-result information. Thus 
there remain 97 who could be traced. Among 
these, I was surprised to find only three who 
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Time 
in 
’ Hospi- 
toms " Date of ta Summary 
mF ny peration Operative Findings Operation | After | Operative Procedure | Post-operative Course Final 
Oper- Result 
ation 

Case 1— |Stomach distress for|Neither a subacute per- May 4 Posterior G. E. Open-|On fourth day up in chair.| Improved 
Young months. Could eat} foration nor an inflam- 1905 Weeks| ing made extra wide.| After a good vacation| for 13} 
Woman, but little; 1} matory condition was comes back feeling very} = years. 
Nurse. vomiting, once} found. Pylorus patent, well. late years 

bloody. Severe pain} apparently a little nar- feels pretty well, 

in epigastrium. On} rowed. No ulcer or cic- though at times spells 
May 4, 1905, the} atrix found; gall blad- of great abdominal mis- 
temperature rises at| der and appendix nor- ery occur due to drug] | 
5 P. M. to 101 de-| mal. habit and a highly neu- 
grees, the pulse to rotie condition. 

118. Patient feels 

very faint and seems 

to at the end of 

her endurance; is ta- 

ken to operating 

room. 

Case 2— Ulcer symptoms for a|Findings negative, except May 11 |Pyloroplasty. Never quite comfortable} Improved 
Young long time; hemor-| pylorus somewhat nar- 1908 Days (Finney.) since operation but rea- for 
Woman, rhage from stomach] row. sonably well -_ able} 10} years. 
Teacher. six months before op. to work. In 1917 need- 

Vomiting and misery; ed again magnesia and 
extreme emaciation. Sod. bicarb. 

No solid had 

been taken for six 

months. 

Case 3— (|Gastric distress and/Gall bladder firmly grown April Ciaglocestestony ante-|(Case reported in Annals} Greatly 
Young poctase hemorrhage.| to lower duodenum; 1908 rior G astres-| of Surg. Sept. 1910.)| improved 
Woman, Stomach rejects even eg stones. Apparent-| tomy 2 transgastric 1} years after the op. after 
Nurse. smallest quantities cf} ly oo partly ob- duodenal feeding. she had gained from 88} 10} years. 

food struct Ibs. to 1214 lbs. Of 
late good though not 
definite reports. 

Case 4— |Gastric complaints for|Pylorus patent, but nar-| September} 9  |Posterior G. E. Much better for about} Temporary 
Man, months; severe vom-| "row and rigid. 1911 Days six months, then grad-| improve- 
27 years iting spells. No re- ually more frequent] ment. 

lief. Profuse hemor- spells of vomiting; la- 

rhage from stomach. ter deliria; finally lue- 

Lues. tic paresis distinct. 
Death after about two 
years. 

Case 5— |Gastric and nervous|Pylorus fixed high up; je-] January 19 |Posterior G. E. Very satisfactory im-| Improved 
Young symptoms treated for} “junum entirely empty| 1912 Days provement at first for} after 
Woman, many months. Ptosis.| and contracted. several months. Since| 6} years. 
Married.| Vomiting and pain then good and bad 

after eating; anorex- times alternate, though 
ia. Long rest in bed condition is improved. 
with postural treat- 

ment improved her 

for some time. Again 

hospital treatment. 

Toward the last the 

patient complained] 

greatly, forcing some 

more decisive mea- 

sures. On most gentle 

lavage with soft tube, 

blood noticed. 

Case 6— |Stomach distress, vom-|Stomach descended; o-| January 19 |Omental adhesions|Smooth operative recov-| | Little 
Young iting becoming very} mentum adherent to a] | 1912 Days | freed. PosteriorG.E.| ery. ter the im-| improved 
Woman. | severe, not relieved] former laparotomy provement appeared| 6} years. 

by any measures. wound. Pylorus nar- very moderate for 
row. many months. Patient 
now does all her work. 

Case 7— |Inveterate drinker.|Widespread omental ad- May Division of adhesions.|Right after the operation] Died 

an, Stomach trouble for} hesions to abdominal 1912 Posterior G. E.| cyanosed, pulse weak. 
55 years.| years. Severe pain} walls. Adhesive peri- though indication| Died afte: 24 hows 
and local tenderness} pyloritis. Pylorus nar- was indistinct. from acute dilation of 
epigastrium. Med-| row. the myocarditic heart. 


ical treatment had 
been of no avail. 
Food distresses and 
produces prompt 
vomiting. Urine 1013, 
no alb., no sugar. 
Pulse intermittent, 
but heart does 
not seem to preclude 
operation. Explora- 
tory incision gladly 
accepted. 
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| 
Symptoms Date of | tal Summary 
Before Operation Operative Findings Operation | After | Operative Piocedure | Post-operative Course inal 
| Oper- Result 
ation | 

a 

Case 8S— |Pulmonary tuberculo-|Pylorus stenosed, hard,] November | Pyloroplasty after Fin-|Severe coughing and pro-| Died. 
Man, sis (open). Vomiting;| though not a very pro- 1912 ney. Suture of ab-| fuse expectoration af- 

46 years. | severe epigastric pain| nounced condition. Ad- | dominal walls in 3] ter operation. Nine 
and tenderness. Re-| hesive bands surround | | layers, interrupted} days after operation 
tains hardly any| the pylorus, and small | linen for fascia. the wound, which was 
food. Apparently aj tubercles are seen in | 34 inches long, began 
difficulty at the pylo-|_ the neighborhood. to fall apart and had 
rus. It was finally a tuberculous appear- 
hoped to favorably | ance. Peritoneum still 
influence the general agglutinated. Renewed 
condition by a drain- | suture without anes- 
age operation. | thetic. The operation 

had almost completely 
relieved the stomach 
= and the vomiting. 
owever death from 
weakness under copi- 
ous expectoration after 
three weeks. 

Case 9— |Sixteen years ago cho-|Widespread firm adhe- May 2  |Cholecystectomy; pos-|Very good recovery. Well} 
Man, lecystostomy and re-| sions. Gall bladder im- 1918 Weeks| terior G. E. Repair so far. 
Physi- moval of common] bedded in adhesicns; of abdominal hernia. 
cian, duct stone. Of late] pylorus apparently nar- 

52 years.| years much stomach} rowed and distorted by 
misery. Sour stom-| the adhesions. Dilata- 
ach. Uses lavage reg-| tion of stomach. 
ularly for years. Ab- 
dominal hernia. Out- 
spoken neurasthenia. | 























subsequently died. These deaths were at 
least in two instances not connected with the 
stomach condition. Our study comprises 14} 
years and many patients were of advanced 
age. The impression thus had to be that these 
patients had a very good average resistance, 
even if the nine untraced cases are considered 
as suspicious. The often heard objection, 
that these stomach patients even after a tech- 
nically correct operation are reduced in their 
power of resistance, is a myth. 

Furthermore, investigations like ours would 
indicate that the patient who is completely 
relieved of his symptoms for a year after the 
operation most always stays cured. 


. DISCUSSION 

DR. E. 8S. JUDD, Rochester: The results Dr. 
Schwyzer has given tally almost exactly with those I 
was able to collect from our statistics in the short time 
I had to look them up. I find in our records of the 
study of cases of cancer of the stomach for a period 
of twenty years, that of 427 patients operated on, and 
who recovered from the operation, we have been able 
to trace 311, and 120 of these are alive three years 
or more. Of 313 cases operated on more than five years, 
239 were traced; 62 were alive more than five years, 
35 lived more than six years, 7 more than ten years 
and one lived more than fifteen years. Therefore, in 
comparing the statistics of results of operations for 
cancer of the stomach with cancer elsewhere, as in the 
breast or colon and other regions, they are found very 
favorable. 


Regarding ulcer, our results from simple gastroenter- 
ostomy for ulcer of the duodenum, especially if there 
is some obstruction produced by scarring and narrow- 
ing of the duodenum, have been very satisfactory. If 
we have to deal with an ulcer of the bleeding type, 
excision of the ulcer should be included and a plastic 
done. We have supposed that gastric ulcer should be 
excised or destroyed by cautery when possible, and in 
addition a gastroenterostomy should be performed. 
In cases of gastric ulcer in which gastroenterostomy is 
not done at the time the ulcer is excised or cauterized, 
thirty-two per cent of the patients have had to have 
gastroenterostomies before they were completely re- 
lieved. While gastric ulcer will be partially cured 
either by excision or gastroenterostomy alone, much 
more satisfactory results may be obtained by doing 
both. 


In looking up some charts in the clinic yesterday 
afternoon I found a series of 1327 duodenal ulcers and 
330 gastric ulcers studied as a comparative series. It 
was interesting to note, in reviewing our statistics, the 
relative similarity of the results of operation in cases 
of duodenal and gastric ulcers. I had thought that 
the results in duodenal ulcer would be rather better 
than in gastric ulcer. 

In cases of duodenal and gastric ulcer after gastroenter- 
ostomy, when symptoms have subsided entirely for a 
year or more and then returned, it is much more apt 
to mean that a secondary ulcer has formed than that 
a reactivity of the primary ulcer has occured. The 
factor of reactivity has been eliminated to quite an 
extent by the use of the absorbable suture, in place of a 
permanent suture, as advised by Dr. Charles Mayo. 
The permanent suture acts as a foreign body in the 
tissues. The occurence of secondary ulcer is reduced 
by soda or sowie alkaline substance given to the pa- 
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tient soon after gastroenterostomy, for the purpose of 
keeping the contents of the stomach alkaline, and to 
hasten the healing process, so that there may be no 
destruction of tissue around the suture line at that 
time. 

DR. CHARLES H. MAYO, Rochester: Dr. Schwy- 
zer’s paper is very important, showing as it does the 
results of years of surgical work. He has taken up 
certain questions as to the results of operation for 
cancer of the stomach, and these questions naturally 
bring up the type of cancer operated on, and whether 
or not the lymphatics were involved. The late J. B. 
Murphy stated that in one institution in which over 
one hundred and fifty necropsies were made on per- 
sons dying of cancer of the stomach, none of whom 
had been operated on, twenty-five per cent showed 
that the cancer was wholly confined to the stomach, 
Death had been due to obstruction or perforation, 
and from secondary changes that occured due to the 
growth. In three-fourths of the cases the glands were 
involved, and the metastases and other complications 
at the time of death showed that operation would 
have been of no avail, at least shortly before death. 


We assume that up to the time of operation, twenty- 
five per cent of all cancers of the stomach are confined 
to that organ, and that in these cases we get a high 
percentage of recoveries from operative procedures. 
The percentage of recoveries is higher than it is in 
cancer of the breast, because the breast does not hold 
the cancer locally. The disease early extends into the 
lymphatics in most instances. There are then, in ad- 


vanced cases of cancer, the metastatic grafts that come 
from the surface of the stomach, and those that de- 
velop behind the bladder in the male, and in the cul- 


de-sac and in the ovaries in the female. These may 
often be felt by an examination through the reetum. 
They also occur in the neck from involvement through 
the chyle ducts. 


A curious feature which presents itself is the fact 
that so many cancers occur in the stomach, the greatest 
acid field in all the body. Thirty-eight per cent of the 
cancers in the male and twenty-two per cent of all 
cancers in the female occur in the stomach. The field 
of least frequency is the duodenum, which contains the 
alkalinity of Brunner’s glands, whose function it is to 
neutralize the acid chyme of the stomach before it 
reaches the alkaline digestive field supplied by the 
pancreatic secretion. Although contiguous to the 
stomach, the disease almost never occurs in this alkaline 
area, but in all the acid fields it occurs with remark- 
able frequency. 


In the three great generative fields of the body the 
secondary development of acidity from degenerative 
processes occurs. The mammary gland and the uterus 
have about thirty-seven years of functional activity, 
and the prostate has about ten years more. In these 
fields are two factors which enter into the develop- 
ment of cancer, a biochemic acidity which occurs in 
the degenerative processes and which must be present 
in order that the cancer cell may run riot in its growth. 

I should like to say just a word about the Finney 
pyloroplasty. The Finney operation overcomes the 
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retention of the gastric secretion by opening up the 
pylorus, but it does not neutralize the acids. It over. 
comes the retention of the gastric secretion after all 
food has left the stomach, and food probably leaves 
the stomach, not by the control of the acid, but by the 
control of the alkalies. Excess of alkalies will cause 
the pylorus to open and to stay open. In the Kehr 
operation with bile drainage the pylorus is open. A\l- 
kalinity controls the pylorus, and if it is kept open, 
the retention of the irritating gastric secretion will be 
avoided. 


DR. F. A. DUNSMOOR, Minneapolis: I want to 
go on record as thoroughly endorsing and giving my 
approval to the results reported by the essayist. I 
heartily endorse the position which he takes that these 
questionable ulcers should always be removed, if pos- 
sible, at the time the gastroenterostomy is made, and 
I understand from the comments of the two gentlemen 
who followed (Drs. Judd and Mayo) that the doctor 
may subsequently perform an operation for malignant 
disease after gastroenterostomy. I take it, the in- 
creased mortality followed after long standing malig- 
nant disease. Whether he determined that the deaths 
which occured during that time were due to cancer 
or not, I do not know, because it is possible that a 
large number of these patients who lived as long as 
ten or thirteen years after operation had the oppor- 
tunity of dying from some other disease than cancer 
and must have been positively cured, as the essayist 
stated, and had given good resistan 2 in spite of the 
operation and the disease, which had previously existed 
in the stomach region itself. 


Let me mention one other point which has occured 
to me, namely, the fact that gastroenterostomy some- 
times allows the formation of another ulcer. I know 
this has occured in my own experience. I have seen 
Dr. William Mayo once or twice reopen at the site of 
the former operation and enlarge the opening which 
had been made between the stomach and intestine in 
order that the good result previously obtained might 
continue. Is it not possible that we are at fault and 
have not arrived at the best way of maintaining the 
fenestrum between the intestine and stomach to in- 
sure permanency of the fistula obtained ? 

One point mentioned by Dr. Mayo has puzzled me 
because he stated that the life of cancer in the stomach 
in a large measure depends upon the hyperacidity pres- 
ent, but is it not true that since cancer is present the 
acidity disappears and alkalinity is present or there 
is an absence of hyperacidity in the stomach? 


The large percentage of cures related by Dr. Schwy- 
zer which lasted a long time in cases of malignant 
disease have been especially comforting to me. 

As to the fact that a new ulcer forms at the site of 
benign disease, I would like to hear reports from men 
of large experience as to how many times in any of 
these cases does malignant disease follow on the site 
of an indurated ulcer. 

The essayist mentioned the fact that in his experi- 
ence the benefit is not so great when the ulcer is limited 
to the lesser curvature of the stomach. If that be true. 
and he had the opvortunity of making excision, I hope 
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when he sums up he will mention why he did not make 
the exeision as long as he found an area from which 
he could not expect to get benefit from internal remedies. 

DR. W. H. MAGIE, Duluth: I would like to say 
a word or two about the late results which my experi- 
ence has taught me in stomach surgery, particularly 
surgery for ulcer of the duodenum or stomach. 


All surgeons agree that in the majority of cases 
the late results, as well as the primary results, are very 
satisfactory, but every once in a while we get a case 
that we wish we had never had anything to do with 
because the late results are so very unsatisfactory, 
that we would be glad to get rid of the patient in some 
way. 

The question comes up, what are the causes of the 
unsatisfactory late results? In the few cases that I 
have had, there has been some defect either at the 
pyloric outlet or a defect at the gastro-enterostomy 
anastomosis. In most of my cases there has been a 
tendency for the opening to close. In the early days 
when we made use of the “Murphy Button,” after 
six or seven years the majority of the cases had a 
tendency to close, but after we began the stitching 
operation, there was less tendency for the opening to 
close. I found that in some of my cases there was 
tendency for the gut(the jejunum) to fold back upon 
itself, become adherent, causing an obstruction at the 
outlet. This I overcome by releasing the kink of the 
jejunum and stitching it along under the gastro-colic 
omentum, thereby preventing the jejunum from again 
becoming kinked. Usually the results after correcting 
operation were satisfactory. 

There was a time when we were instructed by our 
teachers in stomach surgery that it would be best to 
bring the gastro-colic omentum down and sew below 
the line of sutures of the gastro-enterostomy. We did 
that for some years and I found that a number of pa- 
tients began to get symptoms of obstruction again, due 
to contraction of the slit in the gastro-colic omentum 
pinching the outlet. About this time I came to the 
conclusion that the old technique was better and be- 
gan to stitch the gastro-colic omentum back on the 
wall of the stomach about three-fourths of an inch 
from the gastroenterostomy. My experience, conse- 
quently, in unsatisfactory late results are due usually 
to some obstruction at the anastomosis preventing the 
free emptying of the stomach. 

I would like to say a word about the perforating 
cases the doctor reports. He reports sixteen cases of 
acute perforation of the stomach with only four deaths. 
These results are very gratifying. I think the old 
teachers told us that fifty per cent recovered if operated 
upon within the first twelve hours. I wish to add two 
cases of acute perforated ulcer cases of the stomach that 
I have had recently which brought to my mind the 
necessity of early diagnosis. Practically all these cases 
can be cured if operated on early. I mean by this, 
that within the first four, five or six hours. The symp- 
toms of acute perforation are so clear and so well de- 
fined that the attending medical man after seeing a 
case or two can easily make the diagnosis. It is true, 
however, that the symproms are often mistaken for 
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those of appendicitis, but the symptoms of appendicitis 
are not so acute as perforation of the stomach. There 
we have the board like appearance of the abdomen 
with the extreme pain that is not relieved by large 
doses of morphine hypodermically. These symptoms 
develop within four to six hours and should not be 
mistaken for the symptoms of appendicitis. These 
cases if they can be diagnosed early and operated upon 
early, about ninety per cent of the cases can be cured. 
There is no reason why they should die if we operate 
early, incising the ulcer and closing the hole followed 
by washing out abdominal cavity and freeing it from 
all gastric juice and stomach contents. The gastric 
juice has a very destructive effect on the peritoneum, 
and produces the violent symptoms. 

DR. SCHWYZER (closing): First of all, I want 
to thank the gentlemen for their free discussion, and 
especially Dr. Judd for taking the trouble to look up 
some of his material. 


He mentioned the operative procedure adopted in 
bleeding cases. I did not have the time to read any 
details of the technic, but in bleeding duodenal ulcers 
or in those with previous extensive bleeding I have al- 
ways made it a practice to tie the upper and lower 
arteries near the ulcer, and to add a constriction of the 
pylorus above the ulcer. In this respect I wish to men- 
tion an interesting case, whose abdomen I had a chance 
to inspect after such an operation. This happened 
six months ago, when we re-operated for another rea- 
son. The patient had suffered from a peritoneal tuber- 
culosis. Four and a half years previously I did a con- 
striction of the pylorus (besides a posterior gastro- 
enterostomy) on this patient who was very exsangui- 
nated from a bleeding duodenal ulcer. We took a strip 
of fascia from the edge of the rectus sheath, and put 
it around the pylorus. Two linen sutures were used 
to fasten the ends of the strip together. Now, after 
four and a half years there were no adhesions from the 
previous operation and the fascia band was round, 
white and shiny. There were no adhesions over it 
and the pylorus was still closed after these four and a 
half years. 

Dr. Mayo made the statement that twenty-five per 
cent of the unoperated cancers showed no glandular 
involvement to speak of at autopsy. This is an im- 
portant fact to know, and this was probably the reason 
why I have a long cure of thirteen and a half years 
in one case, notwithstanding the large size of the carcin- 
omatous tumor. 

As to the Finney operation, to which one of the 
gentlemen referred: while Finney himself has splendid 
results, there is often a difficulty in the lower part of 
the duodenum, not necessarily severe. Sometimes the 
comparison between duodenum and jejunum shows 4 
striking difference, the former appears ballooned and 
distended, while the latter is collapsed, empty and 
contracted. In these cases a gastro-enterostomy is, of 
course, necessary. 

Dr. Dunsmoor mentioned that we did not have as 
good results in ulcers of the lesser curvature of the 
stomach; but I think he misunderstood me. The opinion 





134 FARR—RECTAL SURGERY UNDER LOCAL ANESTHESIA 


of many authorities is that it is best to excise these 
ulcers and make a gastro-enterostomy in addition, rather 
than to do a gastro-enterostomy alone. In our ten 
cases we have twice made a resection of the stomach, 
while in the other eight cases a simple. gastro-enterost- 
omy was performed, which resulted in six cures and 
one improvement. One case could not be traced. 

With regard to the technic referred to by Dr. Magie, 
there is a point worth mentioning. In the gastro- 
enterostomy for ulcer of the lesser curvature the stomach 
is pulled as much as feasible through the slit in the 
meso-colon, to make a pouch, if possible the size of a 
woman’s fist. The meso-colon is fastened away up 
on the stomach. I feel, this was a point which helped 
a prompt emptying of the stomach. 

DR. DUNSMOOR: I understand that if an ulcer 
does persist, it will do so until perforation has taken 
place. Do you ever in your operations, as you go on, 
anticipate that, after you take out the ulcer, and put a 
picee of omentum over that? 

DR. SCHWYZER: If we have a threatening perfora- 
ation of the duodenum, we close the pylorus and infold 
the ulcer; or in a bad pylorius we may do a resection of 
the stomach, if it appears necessary. 
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Surgical pathology in the region of the 
rectum and anus is very common and a com- 
paratively large variety of diseases is seen 
in this location. Many of these diseases have 
an insidious onset and discomfort is tolerated 
for long periods before relief is sought. The 
symptoms are rarely in direct proportion to 
the pathology obtaining, and too often, con- 
ditions demanding surgical therapy are neg- 
lected because an operation is feared. These 
patients, therefore, are slow to seek medical 
advice, and advice is too often given without 
thorough examination and correct diagnosis. 

While the conditions encountered seldom 
cause total disability, they are the source of 
much distress to the patient and make a pro- 
found impression upon the nervous system. 
The difficulty of handling rectal cases, es- 
pecially those in which the patient is addicted 
to aleohol, under general anesthesia without 
approximating the danger zone has led to the 
increasing use of local anesthesia in this class 
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of cases. The ease with which the perire: tal 
area may be anesthetized with local anesth: xia, 
the comparative safety of novocain, and ‘he 
facility with which operative procedures iiay 
be carried out under this type of anesthe ia, 
should influence a large number of these .in- 
fortunates to seek the relief they now forc-go 
on account of their aversion to the usual 
methods of treatment. 


It is difficult to understand why the pro- 
fession has been so slow to accept local anes- 
thesia as an aid to handling this class of cases. 
It is probably due to their lack of familiarity 
with the method and the prevalent idea that 
it involves a complicated, detailed technic, 
considerable time and discomfort to the pa- 
tient. With proper equipment and technic 
the element of time is so reduced as to be- 
come a negligible feature, approximately three 
to five minutes being required in the average 
case. The operation may, therefore, be started 
sooner after the patient has reached the table 
than is usual when a general anesthetic is 
administrated. Aside from the features of 
time and facility, the element of safety, which 
is by far the most important, must be con- 
sidered. The relative safety of novocain as 
compared with general anesthetics at once 
makes its use desirable when practicable. 
The technic is simple and a working knowledge 
of it easily acquired, one method practically 
sufficing for a great variety of rectal opera- 
tions. Abscesses, fistulae, fissures, hemor- 
rhoids, pruritis, ulcers, prolapsus of moderate 
degree and minor neoplasms are handled under 
the same technic as far as the method of pro- 
ducing anesthesia is concerned. 

In recent years direct infiltration has had 
to compete in popularity with parasacral 
anesthesia. The latter method has many 
points of excellence and approaches the ideal 
for a large class of surgical cases. We have 
used it rather extensively, but find the direct 
blocking more satisfactory for ordinary rectal 
work. We prefer the direct infiltration, for 
with it one is assured of obtaining good anes- 
thesia as there is no margin of error. Com- 
plete anesthesia is not always obtained with 
parasacral injection and in about 10 per cent. 
of cases direct infiltration or general anesthesia 
must be supplemented. There is always the 
possibility that anatomical anomalies, etc., 
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m:y present difficulty in entering the sacral 
canal; ordinary needles may be broken and 
the injection may produce a _ considerable 
amount of discomfort. Work may be begun 
at once after direct blocking, while a delay 
of from ten to twenty minutes is necessary 
before anesthesia is established after parasacral 
injection. 

Preparation of the patient. The preparation 
of the patient for rectal work differs in no 
way from the general plan followed when 
other surgical work is to be done except that 
the intestinal tract is more completely emptied 
by laxatives and enemata. Good rest is ob- 
tained the night preceding operation by ad- 
ministering some hypnotic. An opiate, gen- 
erally pantopon in one-third grain dose, is 
given as soon as the patient awakens on the 
morning of operation, and is usually repeated 
half an hour before operation. The patient 
is carefully transported to the operating room 
by means of the Invalid Lifter, and deposited 
upon the operating table which is equipped 
with feather pillows and adjustable knee- 
holders. 


A perfectly comfortable position is 
essential and all irritating applications such 
as iodin and alcohol are avoided, as is wash- 


ing with soap and water. The anesthesia is 
begun by making a small wheal in the skin 
with a very fine needle an inch or more from 
theanalmargin. Allsubsequent wheals are made 
from beneath theskin by making the point of the 
needle impinge upon the fingertip as illustrated. 
This method prevents the pain of successive 
needle pricks and is essential to successful local 
anesthesia. The pain of frequent pricks at 
the very beginning of the infiltration will re- 
duce the patient’s confidence, which may be 
a minus quantity, and cause him to exag- 
gerate any discomfort which may be occasioned 
by one’s subsequent slip in the technic. After 
the anal canal has been surrounded by this 
subdermal infiltration, the deep injection is 
made by introducing the needle through this 
infiltrated area at some little distance from 
the bowel wall. Injecting at some distance 
from the bowel wall requires a greater amount 
of the drug, but has the advantage of avoid- 
ing the large veins so numerous in this region. 
With a four-inch needle a tube-shaped wall 
of anesthesia is introduced to a depth of from 
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three to four inches posteriorly and laterally, 
and less deeply in front. Usually about three 
ounces of 0.5 of 1 per cent. novocain are used 
in this process. A fenestrated rectal speculum 
can now be painlessly introduced and with 
it the rectum is slightly dilated. If this 
procedure causes the slightest sensation of 
pain, another tube of anesthesia within the 
first may be built directly under the eye by 
the introduction of the needle through the 
fenestra of the dilator. In making this in- 
jection one must actually see the fluid elevate 
the mucosa; otherwise, one is not certain that 
a vein is not being injected. Of course, the 
needle must be kept constantly moving while 
the injection is being made. With the aid 
of the Pneumatic Injectors the fluid is under 
a constant measured pressure and a steady, 
uniform flow is maintained, saturating the 
tissues. The amount of fluid required to pro- 
duce a perfect anesthesia in this region is so 
small that the question of toxicity is practically 
eliminated. 

It is our belief that a careful divulsion of 
the rectal sphincter is desirable in all cases. 
The after-pain and disagreeableness are greatly 
reduced by complete divulsion of the sphincter 
which, however, must be done with the utmost 
care and deliberation. If the infiltration has 
been satisfactorily accomplished the sphincter 
may be dilated without the slightest degree of 
pain. The dilatation may be made with the 
fingers or thumbs, but we prefer to use the 
speculum shown. The outer surfaces of this 
speculum are perfectly smooth; with the aid of 
the thumb-screw the dilatation may be effected 
with the greatest deliberation and should be 
continued until the sphincter ceases to con- 
tract and the rectum is left gaping. When the 
lateral limits have been reached, a Sims specu- 
lum may be used anteriorly to aid; this gives a 
three-way instead of a two-way pull. 


Hemorrhoids. I have on a number of oc- 
casions used the method of. Pennington in the 
treatment of hemorrhoids, directly attacking 
the dilated rectal veins after elevating the 
mucous membrane; however, in the majority 
of cases, I believe that the actual cautery gives 
the maximum of satisfaction. After a com- 
plete divulsion, the pile groups, usually three 
in number corresponding to the three groups 
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of vessels, are grasped by artery forceps. 
Two forceps are used upon each group, one 
near the anal margin and the other well up 
in the bowel, and all groups are identified and 
secured before any of them are cauterized. 
With a scissors a muco-cutaneous incision 
is made at the base of each pile, separating 
the skin from the mucous surface. This 
allows the pile clamp to fall between these 
two surfaces during the cauterization, and 
besides preventing burning of the skin, this 
effectually excludes the skin from participating 
in the healing process, thereby eliminating one 
of the most potent causes of postoperative pain. 
In placing the clamp the upper group should 
be taken first to avoid the necessity of hold- 
ing the forceps out of the way. Traction must 
be carefully avoided after the first group has 
been cauterized in order to guard against 
hemorrhage. We have found a sheet of as- 
bestos the best safeguard against accidental 
burning and the ordinary soldering iron a 
satisfactory cautery. Multiple punctures in 
the perirectal region reduce the post-operative 
edema. 
Ulcers. 
by complete excision followed by suture with 
chromicized gut. The great redundancy of 
mucous membrane in this locality makes this 
a simple procedure after a good exposure-has 
been obtained by means of a thorough di- 
vulsion of the sphincter. It has been our cus- 
tom to make the excision with the speculum 
in place and to place the first suture at the 
upper end of the defect remaining before the 
speculum is removed. By making traction 
upon this suture the cut edges are easily made 
to present in the field and the placing of the 
other sutures thus facilitated. The same gen- 
eral plan is used in the removal of polypi. 
Abscesses. For many years I have em- 
ployed circumferential infiltration in the open- 
ing of abscesses in the region of the anus as 
well as elsewhere. As a rule, infected tissues 
should not be injected, mainly on account of 
disseminating the infection, but also because 
the infiltration is somewhat painful. I have, 
however, in a large number of cases directly 
infiltrated the skin over “ripe” abscesses be- 
fore incision along the line of infiltration and 
have never noted any untoward results. The 
infiltration must be made in such a manner 


Uleers are, perhaps, best handled 
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as to avoid pressure upon the abscess prop:r. 
Incision is best made by transfixion of tie 
abscess wall. 

A fistula of any degree compatible wich 
surgical treatment may be blocked by the in- 
filtration method. In this region there are 
no structures which can be injured by careful 
blocking outside of the affected area. The 
perfect repose and ischemia furnish a marked 
contrast to the undulating, congested field 
which presents when general anesthesia is 
used. Under perfect blocking the divulsion 
of the sphincter and dissection can be carried 
out with a facility and careful technic almost 
unknown under general anesthesia. Wide ex- 
cision of the fistulous tract has been practised 
in all cases with the most excellent of results. 

In this region quinin and urea hydrochlorid 
(one-sixth of one per cent.) may be used with 
impunity for the purpose of reducing postopera- 
tive discomfort. It is our practise to make 
multiple punctures in the skin about the 
rectum to relieve the postoperative edema, and 
to give liberal doses of opiates if the patient 
is at all uncomfortable. Bowel movements are 
postponed for three or four days, if possible, 
and the early movements are preceded by 
enemata of warm oil introduced through a 
rubber catheter. In most instances the pa- 
tients are allowed to leave the bed within a 
day or two of operation if they so desire. 
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DISCUSSION 


DR. EARL R. HARE, Minneapolis: For a number 
of years I have been exceedingly interested in watching 
the very illuminating work that Dr. Farr has been 
doing under local anesthesia, and I have moved up 
from a position of skepticism to a high plane of admira- 
tion of the work which he has done. The work which 
he has illustrated is only a type of work that is being 
done every day under local anesthesia with perfect 
satisfaction to the patient in the first place, and to the 
surgeon in the second place. 

In discussing this paper I wish to call attention first, 
to some points in the anatomy of the rectum. It is 
divided into two parts, a pelvic portion, and an anal 
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portion. The first lies between the third sacral vertebra 
and internal sphincter muscle. This part is distensible 
and is not very sensitive. Then we have the anal por- 
tion which lies bewteen the two sphincter muscles, ap- 
proximately an inch in length. This portion is not 
easily distensible, but is exceedingly sensitive. It 
makes it difficult on account of the marked sensitiveness 
of the lower portion of the rectum to anesthetize it, 
according to some. practitioners, but as a matter of 
fact it is exceedingly easy. If you remember that the 
blood supply is very rich in the perineum coming from 
the hemorrhoidal vessels, and being returned by the 
hemorrhoidal veins which completely surround the tube, 
and the veins being very large, and if you will remem- 
ber that a toxie dose of novocain or local anesthetic 
can be easily introduced into the vein and the patient 
collapse as a result of it, and if you remember further 
that the nerve supply comes from the sacral plexus 
and coceygeal plexus, principally from the second, third 
and fourth sacral nerves, and from the internal pudic, 
the lower portion of the sympathetic plexus sending 
down branches to the internal sphincter, you will see 
that by the careful application of novocain in the right 
way, it is entirely possible to completely anesthetize 
this area without danger to the patient. 

Patients have died as a result of the injection of 
novocain into the region of the rectum. Perhaps I 
should not say they have died as a result of the injec- 
tion, but following the injection of novocain into the 
area of the rectum. 

If you will remember the point brought out in Dr. 
Farr’s paper, namely, to exercise great care in moving 
the needle point in order to avoid danger to the patient 
by injecting the novocain directly into the vein, you 
will obviate much trouble which you would otherwise 
cause the patient. In the second place, if you will 
remember the position of the internal pudic nerve and 
go down under the obturator fascia with the end of the 
needle and anesthetize by imbibition the internal pudic 
nerve and run the needle parallel with the tube of the 
rectum three or four inches as described in the paper, 
using three or four ounces of novocain or apothesin 
solution, you will be able to get complete anesthetiza- 
tion of this area, and you can do what you like from a 
surgical standpoint within a distance of five or six in- 
ches of the lower anal sphincter. You can remove 
hemorrhoids; you can dissect out fistulae; you can re- 
move polypi. You can dissect growths; you can remove 
foreign bodies. I do not care what you want to do, 
you can do it with impunity and without pain to the 
patient and with all the comfort that accrues from 
a local anesthetic after an operation is over. 

The method of anesthetization has been very clearly 
given. A wheal is made, then a subdermal injection, 
then a tube paralleling the rectum, and then the in- 
jection is made underneath the fascia in order to anesthe- 
tize the internal pudic nerve. 

Are there any dangers to this method? Yes, there 
are. If you do not keep the needle maneuvering all 
the time there is great danger. Is there any danger 
from the use of quinin and urea? Yes, there is. Re- 
cently a death was reported following infection from 
a sloughing pile which was injected by quinin and urea. 
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The quinin and urea used was strong enough to cause 
sloughing of the pile and infection directly into the 
area followed, and then a general spreading of the in- 
fection which was not walled off by the pelvic fascia 
as it ordinarily is. Nature has so arranged the pelvic 
fascia as to prevent infection from ascending along the 
course of the rectum. Once in a while infection gets 
by. In this particular case it drained up into the lymph 
system along the course of the sacral plexus, and the 
patient died as the result of infection introduced through 
the base of a sloughing pile. So there are some dangers. 

I recall to mind one case where novocain was used 
some five or six years ago in the Minneapolis Hospital, 
and the patient died in less than five minutes after the 
injection of the novocain. I do not say death was the 
result of the injection of the novocain, but it was sub- 
sequent to the injection of the novocain. Probably 
the novocain was introduced directly into a hemor- 
rhoidal vein and the patient died from toxicity occasioned 
by a large dose of the drug introduced in that way. 

I want to say a word or two in reference to the di- 
vulsion of the sphincter. Let us be exceedingly careful 
how we divulse the sphincter muscle. The fibers of the 
external sphincter muscle are strong, but easily torn. 
I do not agree with those who advocate divulsion of 
the sphincter muscle with a mechanical contrivance. 
When I divulse the sphincter with my finger I can 
usually tell before the muscle tears. We should not 
tear a single fiber of the internal or external sphincter 
muscle if it can be avoided. We should appreciate the 


fact that these muscles are put there for a definite 


purpose. The internal sphincter is involuntary, while 
the external sphincter is voluntary. If you destroy the 
internal sphincter, your involuntary control is gone. 
If you destroy the external sphincter, voluntary con- 
trol is gone, and it is exceedingly embarrassing to lose 
control of the one or two muscles which are placed 
there for your protection. So I think it is out of place 
for a surgeon in divulsing the sphincter to destroy the 
muscle fibers. 

A word or two more and I am through. Multiple 
paranal punctures are valuable in the class of cases 
under consideration. They add to the aftercomfort of 
the patient; they reduce the amount of congestion 
caused by the manipulations of the operator, and they 
prevent much swelling which makes the average patient 
who is operated on for hemorrhoids think that he is 
absolutely ruined for the next five or six days. Mul- 
tiple punctures prevent that, and the patient goes 
through convalescence without the discomfort or the 
pain which is caused by constant contraction of the 
sphincter muscle shutting down on the outraged area, 
and if you will remember to make these multiple punc- 
tures and let them bleed, you will find that this will 
add greatly to the patient’s comfort and he will bless 
you because of it. 

DR FARR (closing): The first point which I wish 
to consider relates to collapse. I have had a number 
of patients faint, both at the hospital and the office. 
I have occasionally seen the friends of a patient fall 
when discussing the .patient’s condition. Patients fre- 
quently become pale and weak in anticipating the 
opening of an abscess or something of the kind. In 
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about two thousand operations which I have performed 
under local anaesthesia I have never had a single case 
show these symptoms. I recall one case in which I 
injected novocain directly into an artery. The pa- 
tient’s pupils became dilated, he vomited and had a 
feeling of constriction about the heart. This patient 
undoubtedly had toxic symptoms. Most cases of 
collapse are,, I am certain, due to psychic disturbances, 
and have nothing to do with the toxicity of novocain. 
The literature shows but one case of death from novo- 
cain. I have no doubt but that there may be others, 
and I believe that every suspicious case should be 
reported. 

To show that the toxicity of novocain is very low 
I will say I have given as high as forty-two grains at 
a dose, and that I every day give as high as thirty 
grains. The maximum dose can not be measured in 
grains, but should be measured in strength of solution, 
and if properly given the toxicity is very low. 

I never spend much time in discussing the subject 
of local anaesthesia with patients before operation. It 
is impossible for them to understand or be convinced. 
I simply tell them to leave the question of anesthesia 
to me, and then try to prove that the “proof of the 
pudding is in the eating.” 

The question of infection from a sloughing pile is 
hardly germane. I know of two or three cases in which 
the patients have died following general anesthesia for 
an operation for hemorrhoids. Quninine-urea will not 
cause sloughing if it is in a weak solution and not in- 
jected directly into the skin. 

In answer to the question concerning the burning 
off of a pile, it makes no difference in my opinion whether 
the pile is first cut off and then cauterized or not. I do 
believe, however, that the soldering iron should not 
be too hot. If the pile is burned off slowly it is less 
apt to bleed. A white heat will sometimes act much 
like a scalpel and hemorrhage may follow. 


DERANGEMENTS OF THE SEMILUNAR 
CARTILAGES OF THE KNEE JOINT.* 


M. S. Henperson, M. D., 
Rochester, Minn. 


The semilunar cartilages are the most com- 
mon cause of mechanical derangement of the 
knee joint, the internal being the chief offender. 

The knee is a large hinge joint, and, placed 
as the two semilunar cartilages are between the 
long bones making up the joint, they are espe- 
cially liable to injury. The internal meniscus 
is crescent-shaped, whereas the external makes 
nearly a complete circle. They are both wedge- 
shaped, their bases being toward the periphery 
of the joint. They aid in deepening the depres- 
sions for the articular surfaces of the condyles 


*Presented before the Annual Meeting of the Minnesota State 
Medical Association, Duluth, August 28-30, 1918 


to rest on the tibia. The external cartilay» has 
no very strong attachment to the capsuie of 
the joint and is thus permitted a certain atount 
of motion, which allows it to glide out of 
harm’s way when threatened with being caught 
between the joint surfaces. The internal imen- 
iscus, on the other hand, has, along the peri- 
pheral border, a firm attachment to the cay sule. 
Its close association with the anterior and in- 
ner part of the capsule, into which a few fibers 
of the quadriceps are inserted, undoubtedly is 
occasionally responsible for the disturbance of 
the normal contour of the cartilage, and, on 
extension of the knee, the nipping of the ecar- 
tilage between the joint surfaces. 


Symptoms and pathology. 

The symptoms produced by mechanical de- 
rangements of these menisci are explainable 
only by the pathologie condition present, and 
in a discussion of the subject they should be 
considered together. 

It is rather strange that derangement of the 
semilunar cartilages has received so little at- 
tention in America. This has been commented 
on by various English authorities, to whom we 
must turn for most of our information on the 
subject. Unquestionably, mechanical derange- 
ment of the cartilages is less frequent in the 
United States than in England. The English 
youths and young men play ‘‘soccer”’ football, 
which next to coal mining, is the most common 
souree of the trouble. In America, soccer is 
almost unknown, and our football, similar to 
the English Rugby, is not played so universally. 
Moreover, the character of play is not so apt to 
cause injury to the knees as is soccer. Ameri- 
can surgeons are greatly indebted to Sir Robert 
Jones for his articles which have occasionally 
appeared in our journals. He has done more 
than anyone else to awaken our interest in this 
subject. Sir Rutherford Morison, and Martin, 
both at Neweastle-on-Tyne, have reported large 
series of cases. In that region, the miners 
work in seains which are so low that they are 
forced to keep their knees flexed, and naturally, 
in order to maintain their equilibrium, they 
evert the feet,—the position most favorable for 
injury to the internal semilunars. There is lit- 
tle doubt that we in America are not recogniz- 
ing the condition as we should, and that many 
persons are going about suffering from this cur- 
able surgical condition. 
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The position favorable for the infliction of 
injuvy to the internal semilunar cartilage is 
partial flexion of the knee, and eversion and 
outward rotation of the foot, so as to rotate the 
head of the tibia outward on the femur. With 
the knee in this position, the internal semi- 
lunar cartilage is placed deeper in the joint 
than it is in any other position. If the rotating 
force is applied above instead of below the 
knee, with the knee partially flexed, but with 
the foot in the normal position, the femur will 
rotate inward on the tibia, and the same condi- 
tion in the knee will be present; that is, the 
internal cartilage will be nearer the inner part 
of the joint. If, in this position, the knee is 
extended, the smooth surface of the inner con- 
dyle of the femur may roll down and catch the 
inner semilunar cartilage. This movement, 
brought about by the action of the powerful 
quadriceps while the individual is working or 
participating in some game, is usually quick 
and sharp, and cannot be checked in time to 
prevent damage to the cartilage. The cartilage 


must either slip away, be torn, or crushed. 
The external cartilage, if it happens to be 


caught, as I have mentioned, has considerable 
mobility and may escape. The internal ecartil- 
age is closely bound to the capsule and is not 
permitted this latitude of movement. The type 
of injury sustained by the meniscus depends on 
the point at which the crushing force is in- 
flieted on it. If only the anterior end of the 
cartilage is caught it may be torn loose, and 
this portion may hang as a more or less pedun- 
culated loose body. The chief symptom pro- 
duced by such a eartilage is recurrent locking. 
Owing to the fibrous character of the cartilage, 
it must be extremely rarely that a complete 
transverse tear is produced and a free body 
formed. 

If the condyle crushes the cartilage further 
back, the damage to the cartilage may consist 
of a longitudinal tear in the middle three-fifths, 
leaving the anterior and posterior fifths intact. 
The surgeon in operating in such cases, when 
opening, as he usually does, over the anterior 
inner portion of the joint, may be deceived 
when he sees the anterior end apparently in- 
tact. The middle three-fifths of the meniscus 
in this type of case usually lies in the middle of 
the joint, that is, the torn portion lies to the 
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outer side of the internal condyle in the inter- 
econdylar notch. This has been referred to by 
Morison* as a “bucket handle’ fracture. 
The outstanding and typical symptom of such 
pathologic findings is, in not a few instances, 
a persistent lack of complete extension. In 
this type the typical attacks of recurrent 
locking may also occur. 

When the patient is seen immediately after 
the accident, there is pain and disability, and 
effusion soon appears. The locking may still 
be present, and an attempt at reduction should 
be made at once. Place the patient on a hard 
bed, a table, or on the fioor, flex the knee 
fully with the muscles relaxed, rotate the tibia 
inward, and then forcibly and rapidly extend 
the limb, the surgeon pressing on the knee. 
Usually it can be reduced in this manner, but 
if the attempt is not successful, it may mean 
that the middle three-fifths of the cartilage lies 
caught in the interecondylar notch. Full flexion 
of the knee preceding the extension may re- 
lease such a torn bucket-handle cartilage, but if 
this fails there is nothing to do but to open the 
joint and remove the cartilage. If reduction is 
successful, the knee should be kept in a cast 
or splint for at least four weeks to permit the 
cartilage to grow in place. Although the sur- 
geon may apparently obtain full extension, if 
the patient insists that ‘‘things do not seem 
right in the joint,’’ it may mean that reduction 
is not complete. It is wise carefully to consider 
such a statement by the patient, and not to be 
too confident that reduction is complete. 

More often the patients come to us after 
many lockings, generally each attack followed 
by pain and swelling. Some weeks or months 
may intervene between the accident and the 
second locking. The patient usually volunteers 
the information that walking on rough ground 
or stubbing the toe with the knee partially bent 
and the foot turned outward, is the position in 
which the locking or catching occurs. The 
story may not be clearly told, and it is only by 
careful inquiry that a diagnosis can be made. 
The patient may be able to release the cartilage 
by certain motions, the disability may be of 
only a few minutes’ duration, and the soreness 
following negligible. Many persons go through 
life with a loose cartilage producing slight 
In a previous article by the author this type of fracture was 


described. He was not aware at the time of the very descriptive 
nomenclature applied to it by Sir Rutherford Morison, 
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symptoms without seeking surgical aid. If the 
locking is more complete and painful, there is 
no sudden feeling of release; marked swelling 
and disability ensue, and the patient is laid up 
for some days. The pain and tenderness, as a 
rule, are located over the anterior extremity of 
the cartilage, although many patients complain 
of the pain being diffuse and mostly under the 
patella. If the pain is located on the outer side 
of the joint, it usually means that the external 
cartilage is involved. Sir Robert Jones ealls 
attention to the fact that he has rarely known 
pain from the internal cartilage to be referred 
to the outer side. Sir Arbuthnot Lane and Sir 
Robert Jones both e*ll attention to the oeca- 
sional development of tuberculosis of the knee 
in patients who have previously presented 
symptoms of a loose semilunar cartilage. They 
accordingly urge that the operation shall not 
be deferred in well marked cases. Most cer- 
tainly, in a few patients suffering with tuber- 
culosis of the knee, a very clear history, ex- 
tending over many years, of typical locking of 
the joint may be elicited. The observation is 
interesting because intermittent chronic irrita- 
tion with subsequent inflammation is generally 
recognized as an etiologic factor in the produc- 
tion of cancer, but not of tuberculosis. 


Differential diagnosis. 

The roentgenogram is an aid in the diagnosis 
only in so far as it is of negative value. Rarely 
does a semilunar cartilage cast a shadow on the 
plate and then only if it is doubled up and 
greatly thickened, owing to the repeated trau- 
mas inflicted on it. Every knee presenting 
symptoms of mechanical derangement should 
be rayed, as this is the only way to differentiate 
in some cases between a loose osteocartilagin- 
ous body and a loose semilunar body. The loose 
osteocartilaginous body, due to osteochondritis 
dissecans, or osteochondromatosis, casts a defi- 
nite shadow. 


In the case of a loose osteocartilaginous body, 
there is often, but not necessarily, a history of 


direct trauma followed by pain. The dessica- 
tion of the body occurs later, and it may be 
only after some weeks that locking is present, 
whereas in the case of a loose semilunar cartil- 
age the injury is indirect, followed by pain 
with immediate locking. A; a rule the effusion, 
and in fact all the symptoms are les; marked 
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in the cases of loose bodies than in the 
lunar cases. 


emi- 


A certain group of patients complain of a 
sort of slipping, not really a catching or !ock. 
ing. No effusion or disability follows, and the 
pain is not severe. Such cases are not surgical, 
and it is possible the symptoms are produced 
by a little fat synovial tag being nipped ocea- 
sionally between the joint surfaces. 

It is always well to question the patient as 
to whether or not he ever feels anything ‘‘come 
out.’’ By that term he often means a protuber- 
ance to be felt on the inner side of the knee 
over the anterior extremity of the internal 
semilunar cartilage. This may be present when 
the knee is ‘‘out of joint.’’ If what the patient 
feels always presents itself in the same place, 
at the anterior inner part of the knee, it is prob- 
ably a semilunar cartilage, but if it presents it- 
self at one time above the patella in the supra- 
patellar pouch, and at another on the inner or 
outer side, it is probably a loose osteocartilagin- 
ous body. 

In another group of cases there is a com- 
plaint of semi-catching or slipping suggestive 
of a loose cartilage, but usually the patient is 
middle aged and there is no definite history of 
trauma. One must be on guard not to mistake 
the onset of a hypertrophic arthritis for a me- 
chanical derangement. The points that should 
be fulfilled before a diagnosis of deranged in- 
ternal semilunar cartilage is made are: (1) a 
history of injury to the knee (not necessarily 
direct) ; (2) pain, disability and locking of the 
joint, followed by effusion; and (3) a negative 
radiographic examination. Once the diag- 
nosis of damaged semilunar cartilage is made 
the treatment must be surgical, either non- 
operative or operative. If the patient is seen 
at the time of the accident, the treatment should 
be immediate reduction as herein outlined, fol- 
lowed by fixation in a cast or splint for four 
weeks. Only occasionally will it be necessary 
to open the joint in a recent case. A safe gen- 
eral rule to follow is that a knee having had but 
one derangement should not be opened. ‘The 
technic for the removal of the internal semi- 
lunar cartilage which has been found satisfac- 
tory in the Orthopedic Section of the Mayo 
Clinie is, briefily, as follows: 
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Treatment. 

The day previous to the operation the knee 
is carefully shaved and scrubbed with soap and 
This is followed bv an aleobol rub, and 
an alcohol dressing is applied and left on until 
time for the final preparation. 


water. 


The anesthetized patient is placed on the ta- 
ble so that the knees come just over the split 
which allows the foot piece to drop. The knee 
is prepared by the benzine and iodine method, 
care being taken that the serubbing with ben- 
zine is done with the knee extended and flexed. 
In this manner the folds in the skin, both an- 
terior and posterior, will be thoroughly cleaned. 
The leg is painted with iodine from the ankle 
to well up on the thigh. After the draping with 
sterile sheets and towels is completed, a tour- 
niquet is applied to the thigh. The foot of the 
table is then dropped and the patient placed in 
slight Trendelenburg position. The incision is 
started from opposite the middle of the patella 
to the inner side, coursing down a little in front 
of the condylar line that can be plainly felt be- 
neath the finger. The skin incision should be 
earried well down over the joint line, curving 
it a little posteriorly, so that the shape resem- 
bles somewhat a hockey stick. The knife and 
tissue forceps used are now discarded, and clean 
ones are used for the deeper work. Skin towels 
are carefully placed, so that sutures, ete., may 
not come in contact with the skin. The fascia 
and fat are incised and the joint opened. Blunt 
retractors may be placed within the joint to 
permit a view of the cartilage. If it is torn at 
the anterior end, the anterior two-thirds of the 
meniscus should be removed. It is seldom nec- 
essary to remove more than the anterior four- 
fifths of the cartilage; three-fifths is usually 
sufficient. Care should be taken not to divide 
the internal lateral ligament. In the removal 
of the cartilage from its attachment to the cap- 
sule in the region of the internal lateral liga- 
ment, a little rim of cartilage may be left on 
the capsule, and thus any injury to the fibers 
of the ligament will be avoided. 

After the removal of the meniscus, the wound 
is closed layer by layer with plain catgut, us- 
ing interrupted sutures. The skin is closed 
with silkworm and horsehair. A fairly heavy 
cotton dressing is put on firmly, and the tour- 
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niquet removed. A plaster of Paris cast is ap- 
plied, and worn for seven days. Gentle motion 
is permitted as soon as the cast is off. All the 
stitches are out by the twelfth day, and walk- 
ing is permitted as soon as the patient wishes. 
If effusion ensues, an elastic bandage is worn 
for a time. 


Discussion of cases. 

As a basis for this study the records of 98 
consecutive patients operated on in the Mayo 
Clinie have been examined. There were 18 pa- 
tients between the ages of 11 and 20 years; 42 
between 21 and 30; 20 between 31 and 40; 15 
between 41 and 50; and 3 between 51 and 60. 
Sixty were under 30 years of age. Seventy- 
seven were males, and 21 were females. The 
right knee was affected in 44 instances, and the 
left in 54. The internal semilunar was removed 
in 94, and the external in 4 instances. 

In the selected cases presenting typical symp- 
toms in which the diagnosis has been carefully 
worked up, the surgeon will usually find a torn 
cartilage either at the anterior end or in the 
middle three-fifths. It has been my usual cus- 
tom to have placed on the surgical record 
whether or not the pathologie condition found 
seemed sufficient to account for the patient’s 
symptoms. In a number of instances (18), al- 
though there was a more or less clear-cut his- 
tory of locking with the typical train of symp- 
toms, the cartilage, at operation, appeared nor- 
mal except for a little too much mobility in- 
volving the capsule in that area. Nevertheless 
the cartilage was removed. 

This group of 18 cases is of interest, contain- 
ing as it does evidently the poor selections for 
operation. It is stated by Mr. Fagge that there 
must be pathologic evidence consisting of a tear 
(or fracture*) of the meniscus, before it is re- 
moved. In 4 of these 18 cases the results were 
excellent, and in 4 the results were generally 
satisfactory in that practically all the symp- 
toms were relieved. It is undoubtedly true that 
so-called loose cartilages causing symptoms are 
rare, compared to the torn cartilage, but un- 
doubtedly they occasionally do exist. The 


*While the word fractured cartilage is used commonly, the term 
“ripped” or “torn” is in reality more descriptive of the pathologic 
condition present. The semilunar cartilages are fibro-cartilaginous in 
structure and rarely fracture but do commonly rip or tear in their 
longitudinal axis. 
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pathologie condition present in patients of this 
group who have responded favorably to the 
operation is, I believe, a laxity of the capsule 
which, under certain conditions, permits of a 
catching of the cartilage between the joint sur- 
faces. The pain may be extreme until the car- 
tilage is released. In 3 of the group of 18 pa- 
tients the results are unknown. In 7 the re- 
sults were unsatisfactory, and it must be ac- 
knowledged that the diagnosis was wrong, or 
our search for the pathologie condition at the 
time of the operation was insufficient. None of 
the patients are worse. 

In 9 instances, the semilunar was removed in 
persons operated on for free osteocartilagin- 
ous bodies. This was done in our earlier cases 
and in some, at least, was probably not neces- 
sary. The results however, were all excellent. 

In 13 instances, the histories were insufficient 
to permit of any classification as to the type of 
injury to the cartilage, but the results were 
satisfactory in 9 and unsatisfactory in 4, show- 
ing that the paucity in the notes, at least in 
some cases, was probably due to paucity in the 
pathologie condition. 

In 58 eases of the series, a torn and misplaced 
cartilage was found. The notes in some of 
these did not show the exact location of the 
tear, but in 21 it was definitely stated that the 
middle three-fifths was torn longitudinally, sep- 
arated from the capsule, and lying in the inter- 
condylar notch. This is the bucket-handle type 
of fracture so aptly named by Sir Rutherford 
Morison. The results in this group were excel- 
lent. It is more than probable that some of our 
early cases in which the surgical notes showed 
merely misplaced or loose cartilage, were in 
reality torn cartilages. 

I have limited my discussion to the internal 
semilunar cartilage, but the same technic ap- 
plies to the external cartilage except that the 
incision must be made, naturally, on the outer 
side, and once the joint is entered and the car- 
tilage found to be at fault, its removal is not 
difficult, as the attachments to the capsule are 
not so firm as those found on the inner side. It 
is probable that the internal semilunar is dam- 
aged more than twenty-five times as often as 
the external. In our series four external car- 
tilages were removed, but the symptoms were 
relieved in three only. 
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Conclusions. 


1. A semilunar cartilage should not be mo- 
lested unless there has been more than one ai- 
tack of locking. 


2. The term loose cartilage is not corre 
A ripped or torn internal semilunar will | 
found in the majority of cases. There is no 
uniform type of tear, but there are two com- 
mon types, namely, the middle three-fifths, tori 
longitudinally and placed in the intercondylar 
notch, the ‘‘bucket-handle”’ tear, and the an 
terior extremity torn longitudinally and hang- 
ing as a loosely attached body readily nipped 
between the joint surfaces. 


3. The symptoms which should be present 
are: history of trauma (vsually indirect), pain. 
disability, locking of the joint, effusion, and a 
negative radiogram. 


4. In atypical cases operation should be 
done only after very careful consideration. 
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DISCUSSION 


DR. R. E. FARR, Minneapolis: I have enjoyed Dr. 
Henderson’s paper very much. It seems to me that this 
is a very important subject. Cases of derangement of 
semilunar cartilages are common and very troublesome. 
I want to speak of two points in particular. 

The first concerns anesthesia. The knee joint can 
so easily be handled under local anesthesia, without 
loss of time, that it seems to me that novocain should be 
used more frequently here. The line of infiltration should 
be along the proposed line of incision, the needle carried 
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directly into the joint, blowing the joint up with novo- 
cain. By the time the incision is made and towels pinned 
in place the joint will be anesthetic. 

The only thing that causes pain in the removal of the 
semi-lunar cartilages is the traction on the cartilage 
when it is being divided on the posterior end. One may 
run the needle down to this point and make a direct 
infiltration, provided the patient makes complaint. 

Where the joint is to be opened on both sides we have 
made it a practice to introduce the forceps through the 
first opening and cutting down upon it in order to facili- 
tate the making of the incision. 

Every case I have operated on has been correctly 


diagnosed so thai there would seem to be little difficulty 
along this line. 


The other point about which I feel very keenly just 
now concerns the matter of infection, and we should 
be very conservative in recommending surgical treat- 
ment in these cases. If the patient can get along without 
the operation we should advise him to do so. I have a 
case in the hospital now which has been there four 
months with streptococcic infection of the knee—a 
healthy farmer who was operated upon by the Lane 
technic. The sutures were all tied with instrumenis 
and yet the patient developed streptococcic infection. 
In this case the infection came from the catgut, as 
cultures of the catgut showed later. As Dr. Henderson 
says, infection is no more apt to occur in the knee joint 
than elsewhere in the body, still, when infection does 
take place in this joint, it is nothing less than a calamity. 

DR. HENDERSON (closing): I have nothing in 
particular to add to what I have already said except 
again to emphasize the importance of infection. At 
the same time, the danger of infection of the knee has 
been somewhat overrated. There are numerous in- 
stances of bullets having entered the knee, yet the knee 
has taken care of the infection. If the same careful asep- 
iie technic is employed in dealing with the knee joint 
as that in other surgical work, there will be very few 
cases of infection. I am not underestimating the im- 
portance of asepsis, but there is no need of being unnec- 
essarily frightened or worried over it. 

In regard to the case mentioned by Dr. Moore, it is 
hard to definitely decide whai the condition is. It may 
be osteo-chondritis dessicans in which a piece of the 
somewhat brittle cartilaginous surface has been broken 
off. Sometimes in such a case a diagnosis of a damaged 
semilunar cartilage is made, whereas in reality the 
trouble is due to a loose free osteocartilaginous body. 


I cannot say that we have always correctly diagnosed 
these cases. There is some difficulty attending the 
diagnosis, but I believe with increased experience we 
can make a better showing in our next series. The 
symptoms are not exactly typical in ali cases. The 
X-Ray is a great aid in determining just what type of 
incision we should make particularly if we are dealing 
with a loose osteocartilaginous body. A negative X-Ray 
leaves us free to assume that we are deaiing only with 
the semilunar cartilage and the ordinary inner or outer 
incisions may be used. 


HAY FEVER AND ASTHMA* 


J. G. Parsons, M. D. 
Sioux Falls, S. D. 








This paper seeks to present some general 
considerations of the subject in the light of 
our present knowledge. This knowledge has 
come from a vast amount of investigation by 
a small army of workers during the past few 
years. 

Some idea of the extent of the literature 
may be inferred from the fact that in the last 
Index-Medicus in the Laryngoscope there were 
listed for the previous year fifty-seven papers 
dealing with Hay-Fever and Asthma. 

The characteristic paroxysmal dyspnoea of 
bronchial asthma is a symptom dependent upon 
contraction of the lumen of the smaller bron- 
chioles. 

This may be due to irritation of the vagus, 
directly or indirectly . The relief which is 
secured during an asthmatic attack from the 
effects of atropin is due to the inhibitive effect 
of the drug on the vagus., producing a relaxa- 
tion of the spasm of the muscular walls of the 
bronchioles, and incidentally the drying effect 
on secretions which the atropin produces. 

The so-called cardiac asthma is a symptom 
due to a different cause than that of bronchial 
asthma proper. The cardiac asthmatic symp- 
toms are the result of a passive pulmonary 
congestion, with more or less oedema. 

The most important contribution to our 
knowledge of the cause of asthma which has 
been made during recent years has been the 
application of our comparatively recent knowl- 
edge of the phenomena of anaphylaxis to the 
problem of the cause and treatment. 

The phenomena of anaphylaxis are varying, 
according as the circulatory, respiratory, skin 
or nervous symptoms predominate. The respi- 
ratory symptoms capable of being produced 
experimentally are identical with those of bron- 
chial asthma. There is a stenosis of the bron- 
chioles, due to tetanic contraction of the 
muscle fibres, with swelling of the mucosa. 

This effect is independent of external in- 
fluences, such as vagus irritation, being re- 
produced in animals whose vagi have been 
severed. 


*Read before the Sioux Valley Medical Association, Sioux Falls, 
July 24, 1918. 
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Anaphylactic reactions occur in individuals 
who have been sensitized to some foreign 
protein, belonging to one of the following 
principal classes: 

1—Food products, animal or vegetable. In 
this class are to be found a large number of 
substances, eating which provokes an anaphy- 
lactic reaction in sensitized persons: Cheese, 
fish, corn, veal, wheat, eggs, strawberries, 
peaches, etc. 

2—Body emanations, such as horse dandruff 
and cat hairs, often found to be provocative 
of respiratory anaphylaxis. 

3—Plant emanations, chiefly pollens. All 
are familiar with the true hay-fever reactions 
due to pollen irritations, such as the pollens 
from rag weed, timothy, daisies, etc. 

4—Bacterial products, particularly those 
absorbed from foci of infection. 

According to Vaughn, proteins are capable 
of being split into components, one of which 
is toxic, and the other non-toxic. Whena 
foreign protein is injected into the tissues, or 
otherwise gains rapid entrance, as for example 
through a focal infection, a digestive process 
takes place, spoken of as parenteral digestion 
to distinguish it from the normal digestion 
which occurs within the intestine. This 
parenteral digestion splits the foreign protein 
into its components. The toxic components 
after a certain period of incubation, sensitize 
the organism so that further absorption of the 
original foreign protein precipitates anaphy- 
laxis. 

The sensitization to these proteins may be 
detected readily by means of a dermo-reaction, 
as is done in making the v.Pirquet test. Ex- 
tensive work along these lines, in identifying 
the different proteins which may be involved, 
has been done by such men as Goodale and 
Turnbull of Boston, and Oppenheimer and 
Gottlieb of New York. 

Food substances, as well as other sensitizing 
proteins, are as a rule specific in their reactions, 
each responding only to its own kind in the 
dermo-reaction. However, closely allied sub- 
stances may give a group reaction. This is 
especially true of the pollens which Schepper- 
grell of New Orleans has classified into four 
groups. 

The technique of carrying out the skin re- 
action is simple. The protein in the form of 
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an extract or of a killed culture of the bacteri 
suspected is rubbed into a skin abrasion as i) 
making a v—Pirquet test. In specific reaction 
within a short time a wheal is noted on th 
skin, surrounded by a reddened area; th 
rapidity and violence of the reaction giving ; 
clue to the degree of sensitization. 

The foci of infection from which most fre- 
quently occurs the absorption of the bacterial 
proteins which produce sensitization, are the 
teeth, tonsils, nasal sinuses and gall bladder. 
The bacteria which have been found to play 
the most important parts in producing the 
sensitization which results in the respiratory 
anaphylaxis of asthma and hay-fever, are the 
Streptococci-viridans and haemolyticus, to- 
gether with M. catarrhalis. 

The large number of reports of relief from 
asthmatic symptoms following drainage of in- 
fected foci gives clinical evidence of the great 
importance of this side of the asthma problem. 

The importance of the nasal accessory sinuses 
as foci in which chronic infections may lurk 
unobserved, should always be borne in mind 
and a thorough search made for these foci in 
every case of asthmatic trouble. 

Beside the infectious element in the nose we 
also have to bear in mind the factor of reflex 
irritation of the vagus as the result of pressure 
and other irritation of the nasal nerve supply. 
Reflex paths are traceable from the nasal 
nerves to the spheno-palatine ganglion, thence 
through the Vidian to the carotid plexus of 
the sympathetic, and from communicating sym- 
pathetic fibres to the vagus. 

As one of the sources of bronchial spasm 
this factor of vagus irritation should always 
be considered. 

Ewbank of Australia is of the opinion that 
the exciting cause of asthma is to be found in 
the nose, and emphasizes the importance oi 
“asthmatic spots” within the nose, irritation 
of which will produce bronchial spasm. 

It would seem probable that the relief which 
is so often noted after a thorough intranasal 
operation is due in part to the relief of vagus 
irritation as well as to the clearing up of in- 
fection which may have an anaphylactic in- 
fluence. 

Hay-fever is to be regarded as a type of 
asthma. The same general principles which 
are concerned in our understanding of asthma 




















of the bronchial type apply to the type known 
as hay-fever. In its true form this condition 
depends upon the specific protein sensitization 
of pollen, which may be worked out specific- 
ally by means of the dermo reaction. 

However, there are other forms of the malady 
in which clinically the conditions are much the 
same, but where other substances than pollens 
are responsible for the anaphylaxis. 

Inasmuch as in the great majority of cases 
we have to do with a pollen irritation, the 
search for the specific sensitization should be- 
gin with a study of the pollen reactions. 

Hay-fever never occurs in a patient having 
a normal nose and normal accessory sinuses. 

In addition to the factor of vagus irritation, 
and the possible absorption of bacterial pro- 
teins from foci of infection in the accessory 
sinuses, there is a condition of the mucosa 
favorable to the rapid absorption of pollen 
granules or other protein substances which 
makes it possible for parenteral digestion and 
sensitization to occur. 

The skepticism which is so prevalent re- 
garding the possibility of any substantial re- 
lief for hay-fever and asthma is largely the 
outcome of attempts to secure relief by some 
single specific, whether it be sprays, inhala- 
tions, nasal operations, pollen vaccines or what 
not. 

There is no royal road to results in treating 
these cases. Each must be carefully studied, 
and treatment based upon a knowledge of the 
pathology which is present. 

If it is permissable to epitomize the treatment 
of these conditions, the following may be pre- 
sented as representing the present status of 
our knowledge of the most rational methods. 

In bronchial asthma, having tided the pa- 
tient over an attack with such remedies as 
have been found suitable, for example, morphin, 
good sized doses of atropin, inhalations of 
nitrites, stramonium, etc., attention should be 
given to working out the possible pathological 
causes. 

A thorough search for foci of infection should 
be instituted and given proper surgical atten- 
tion Teeth, tonsils and gall bladder infections 
may be less liable to escape discovery than 
infections of the nasal sinuses. Too often a 
nasal examination is made so very superficially 
that unless there is nearly complete obstruc- 
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tion, polyps, or pus in large amounts, the nose 
as a source of infection is eliminated. 

A carefully taken history may give a clue 
to some food which is the source of trouble 
in setting up anaphylaxis. Working on sus- 
pected foods one may readily find a specific 
skin reaction, while again it may be necessary 
to go through the whole dietary. 

If a specific case has been thus proven 
against an article of diet, it may be eliminated 
from the foods to be eaten. Where this is not 
practicable, as for example a sensitization to 
wheat protein, a specific immunity to this pro- 
tein may be built up by the injection of minute 
doses of the protein, gradually increased. 

In a like manner the use of appropriate 
bacterins may be used to complete the work 
of surgery in establishing drainage. 

The avoidance of animal emanations and 
pollen laden air is a very simple way out of 
the difficulty when these agencies have been 
proven to be important factors; but it is not 
often practicable to do so. The person with 
limited means can not leave his work and 
hie to a pollen free district every year. 

Here, especially is the value of establishing 
specifie immunity to the foreign protein in- 
volved. 

In a large proportion of cases, if the proper 
surgical work, especially on the nasal accessory 
sinuses, has been done, and the pollen sensiti- 
zation worked out, practical freedom from 
hay-fever symptoms may be secured for the 
season by immunization, which should precede 
the beginning of the season long enough to 
have the specific resistance well established 
by that time. 

The immunity so established does not usu- 
ally last more than a few months, and should 
be re-established the next year, when a rel- 
atively short course of injections of the pollen 
protein is required. 

Some value may be attached to the regula- 
tion of the secretions. Kyle showed that there 
was a tendency toward acidity of the salivary 
secretions in hay-fever, and that attacks were 
greatly ameliorated by large doses of alkalies. 

The calcium salts are also of value, their 
action probably being similar to the effect 
produced by them in treating urticaria, the 
condition being analagous to, if not in fact 
a skin manifestation of anaphylaxis. 
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TYPHOID FEVER 





(An Extract from the Biennial Report 1916-17). 
MINNESOTA STATE Boarp oF HEALTH 
Division of Preventable Diseases 


A. J. Cuestey, M. D., Director. 





In no disease is the need for prompt re- 
porting of all recognized and suspected cases 
more necessary for control and prevention 
than typhoid fever, usually 14 days inter- 
vening between infection and first symptoms, 
7 to 14 days more before diagnosis is estab- 
lished. Rarely is any inquiry made earlier 
for the purpose of obtaining clues to the 
source of infection. Death certificates have 
been found to be the only form of report made 
for a number of cases every year. Usually 
these fatal cases were recognized as typhoid 
and under the treatment of physicians for 
several weeks, often they have been in hos- 
pitals. Investigations of hospital records in 
previous years, and especially during this bi- 
ennium, have brought to light the tendency 
of physicians to depend upon the hospital au- 
thorities to report, while the hospital author- 
ities assume no responsibility, considering that 
it is the duty of the attending physician to 
report. As a matter of fact, both parties 
should report. There will be no chance for 
duplication of records, for every case is care- 
fully studied and followed up by the Division, 
by correspondence, if one of the epidemiologists 
does not personally investigate. Reporting has 
improved, especially since 1912, when the 
routine follow-up work of the Division began. 
Nevertheless, the fatality rates following are 
much greater than the actual fatality of 
typhoid. 








Reported Cases | Deaths Fatality Rate 
RE eeenes . 1985 688 34.0% 
ics eiueevecennesemniicveans | 938 294 31.3% 
| See) 783 233 29.7% 
PER A 1304 235 18.0% 
eee ee: 1784 225 12.6% 
een 156 15.2% 
1916 Eonoiaee Bes aes 916 127 13.8% 
1917 Pisces ieee 734 99 13.5% 


In typhoid fever, diarrhea and dysentery, 
co-operative work between the Division of 
Sanitation and Division of Preventable Di- 
seases is as follows: 


DoutTIEs oF 


I.—Division of (a) To find infected persons. 

Preventable (b) To trace active routes of sprea 

Diseases. All official and unofficial report. 

of cases are checked in the labor: 
tory through Widal tests ani! 
search for typhoid bacilli in bloo:! 
and bowel and bladder discharge 
when desired, and in the field the 
routes of spread are personally in- 
vestigated by the epidemiologist. 

(c) To assist local authorities in con 
trol of infected persons and routes 
of spread. 

(d) To prepare and distribute free 
prophylactic typhoid vaccine. 

DvtTIEs OF 
II.—Division of (a) To supervise public water supplies 

Sanitation and sewage disposal. 

(b) To take emergency action when 
epidemiological study indicates pol- 
lution of water. 

The Widal test and blood cultures are of 
importance in diagnosis and it is essential 
that the attending physician should make 
careful inquiry and give as full epidemiological 
data as possible when he first suspects typhoid 
fever. His information which may include 
data seemingly of no importance when con- 
sidered in connection with the local situation 
alone, may be of greatest importance and 
utility when reviewed by the Division of 
Preventable Diseases, which’ receives all re- 
ports of typhoid fever in Minnesota and has 
many other sources of information relating to 
conditions likely to be concerned in the spread 
of this disease in Minnesota, or in its preva- 
lence elsewhere. Often widely separated cases 
have been traced to a common source through 
the study of epidemiological case reports and 
other data in the Division files, but not avail- 
able elsewhere. 


A study of personally collected epidemiol- 
ogists’ data and physicians’ data, secured early 
and checked for reliability, indicate that more 
than two-thirds of the typhoid cases in Minne- 
sota are infected by direct contact with cases 
or “carriers,” or by indirect contact through 
food, milk or flies, while water is in route of 
infection in less than one-third of the cases. 

Whatever the route, the only source of 
typhoid infection is the discharge of a person 
who harbors typhoid germs. Every typhoid 
patient carries these germs; indeed, every 
convalescent is a ‘carrier’ for some time after 
recovery. A few convalescents become chronic 
“earriers’’ and the gall bladder is the usual 
seat of infection. No sure method of ridding 
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the typhoid “carrier” of germs is known at 
present. 

Typhoid Vaccine Protects by Immunization 
Against all Routes of Infection: Water, Milk, 
Fingered Food, Flies, Contact with Cases or 
“Carriers.” 

In 1898, before the use of typhoid vaccine, 
every third man in three Minnesota Regiments, 
and every fifth soldier encamped within the 
States, had typhoid fever, which caused over 
86 per cent of all deaths in our Army during 
the Spanish War. 

Camp sanitation personally supervised by 
Army surgeons and enforced by military law, 
failed to protect soldiers not immunized against 
typhoid fever. The Special Typhoid Commis- 
sion of the United States Army, Majors Walter 
Reed, Victor C. Vaughan and Edward O. 
Shakespeare, concluded that food infected by 
fingers and flies was the means of spread, 
while “infected water was not an important 
factor in the spread of typhoid fever in the 
National Encampments in 1898.” 

In 1916 and 1917 not one case of typhoid 
developed in the three Minnesota Regiments 
serving on the Mexican Border. All the offi- 
cers and men had received 3 doses of typhoid 
vaceine. 

Widal tests were made on blood specimens 
taken at time of first inoculation of vaccine 
from every soldier who gave history of typhoid 
fever or continuous fever. Also from all cooks 
and food handlers. When Widal reaction was 
present or a-typical, specimens of bowel and 
bladder discharges were tested for typhoid 
and paratyphoid bacilli—and this is done 
from all cooks as a routine in the Army and 
Navy. Many “carriers’ have been found 
through these tests, and they have been dis- 
charged or detailed to some duty in which 
the danger of spreading infection would be 
very slight. 

Transients unknowingly may contract ty- 
phoid by using polluted water, for example: 
Between July 18 and August 12, 1914, while 
Benson city water was subject to sewage pollu- 
tion, 368 persons registered at hotels, 221 
from different places in Minnesota, 147 from 
18 States and 4 Canadian Provinces. Between 
December 20, 1916 and March 1, 1917, 425 
persons registered at Warroad hotels, 258 
from 69 different places in Minnesota, 66 from 
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11 States and 3 Canadian Provinces, 101 
others gave no address; all used water from 
a condemned supply subject to pollution. 

In years 1913 to 1917, inclusive, 284 typhoid 
cases reported in Minnesota were infected 
elsewhere, 244 in othe: States, 15 in Canada, 
20 on Great Lakes boats, 2 on Mississippi 
River boats and 3 in Europe. These facts 
emphasize the advisability of immunization of 
travelers. 

In years 1915 to 1917, inclusive, 57 persons 
in Minnesota were proved to be chronic ty- 
phoid ‘‘carriers’’ on examination of discharges 
taken in following up clues to sources of ty- 
phoid infection found through epidemiological 
investigation. These ‘carriers’ are known to 
have given rise to 288 cases. 

If “carriers” follow directions they should 
not spread infection. Members of the ‘“‘car- 
rier’s’’ household should be vaccinated against 
typhoid. The “carrier”? must be scrupulously 
neat in personal habits, always washing hands 
thoroughly after visiting toilet and _ before 
handling table dishes or food. If no sewer 
or cesspool exists, the use of a sanitary privy 
is required. The privy should be scrubbed 
frequently with special reference to seats, lids, 
door knobs and such parts as may be soiled 
from the discharges direct, or by means of 
“earrier’s’ hands. Suitable disinfectant must 
be used in the vault, and the privy must be 
fly-proof. 

“Carriers” are forbidden to engage in an 
occupation involving the handling of milk, 
cream, butter or other food or food product 
that is likely to be eaten without being cooked 
after handling. 

Typhoid vaccine and paratyphoid, and the 
combined typhoid and paratyphoid “A” and 
“B,” commonly called triple vaccine, is made 
and issued free of charge to physicians by the 
Division of Preventable Diseases. The use 
of these vaccines, either the typhoid vaccine 
or the triple vaccine (now the only one used 
in the Army and Navy), should be encouraged 
by physicians for the protection of the civil 
population. 

The danger through transients, through pol- 
luted water, through milk or food handled by 
unrecognized typhoid ‘carriers,’ has been 
shown, and at this time when travel by train 
and automobile is universal and the enforce- 








ment of sanitary measures vary according to 
the efficiency of State and local health de- 
partments, no one can be sure that danger 
of infection is not present while traveling. 
The freedom of the military forces from ty- 
phoid fever at the present time unquestionably 
is due chiefly, and under certain conditions 
wholly, to the protection afforded the troops 
by prophylactic vaccination. There should 
be no hesitancy on the part of civilians to 
protect themselves, for they must do war 
work and it is their duty to keep themselves 
fit for work and to prevent spread of the in- 
fection, just as much as it is the duty of the 
soldier. 

Local health officers easily can arrange for 
inoculation of men and boys and also women 
and girls who are to do emergency war work 
on farms or in factories. The State Board of 
Health will assist in every possible manner, 
but without the co-operation of physicians and 
local health officers and the interest of the 
public, nothing can be done along these lines. 

Immunization has been quite general in 
certain places where typhoid outbreaks occur. 
For example: at Ely, Dr. O. W. Parker, H. O., 
assisted by Dr. G. T. Ayres of Shipman Hos- 
pital, administered typhoid vaccine to prac- 
tically every man, woman and child in the city, 
several thousand in all. While as thorough 
work cannot be done in some places, owing 
to local conditions, this example is a most 
excellent one for health officers throughout the 
State to follow. Typhoid fever is a filth 
disease. The means of prevention are well 
understood and its continuance and spread is 
unnecessary, therefore, why should an in- 
telligent population suffer losses through sick- 
ness and death when all the means for eradica- 
ting the disease are at hand, but Health 
officials cannot protect the public against its 
will. More extensive use of laboratory tests 
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for diagnosis and prompt reporting of each 
and every case or suspected case of typhoid 
fever by physicians and hospital authoritics 
should now be considered a patriotic duty. 
Health Departments are working under handi- 
cap, for many of their trained workers have 
been called into service. The physicians and 
trained nurses throughout the State are de- 
creasing in number owing to the demands 
of war service. Therefore, citizens must as- 
sume unusual responsibility, take new interest 
in the protection of public health, and protect 
themselves by prophylactic inoculation. 

Meanwhile, every clue indicating spread of 
infection by “carrier”? should be followed up. 
It is more difficult to control the spread of 
infection by a human “carrier,” who may 
move about as he pleases, often engaging in 
the handling of dairy or food products, thus 
causing many cases of typhoid fever, than it 
is to supervise a polluted water supply. The 
enforcement of restrictions which may seriously 
inconvenience individuals in their daily life 
is necessarily a more difficult problem than 
making suitable changes in a water supply in 
controlling its filtration or chlorination and 
distribution. But if either problem is neg- 
lected, the public will be endangered more or 
less in proportion to the number of persons 
protected by prophylactic vaccination. 

Reciprocal notification as provided for by 
resolutions passed at the Conference of State 
and Territorial Health Officers with the Sur- 
geon General, United States Public Health 
Service, in 1917, should be universal. All local 
health authorities should co-operate with State 
Boards of Health by giving as complete in- 
formation as possible promptly upon the dis- 
covery or suspicion that a typhoid patient 
received his infection outside the State, or 
has left the State while a convalescent or 
“carrier” of typhoid organisms. 
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April, 1919 


EDITORIAL 


DEAN LYON’S NEW PLAN OF CLINICAL 
TEACHING FOR THE UNIVERSITY OF 
MINNESOTA MEDICAL SCHOOL 


In order to lay before the profession of the 
state the proposed plan of clinical teaching 
which it is hoped will be inaugurated this 
summer in the Medical School, we recently 
asked Dean E. P. Lyon to present in these 
columns the most important features of the 
scheme. This the Dean very kindly consented 
to do, and we take great pleasure in submitting 
the plan exactly as it has been drawn up by 
the Dean. We are sure our readers will agree 
that the plan is in every respect a most notable 
advance in medical teaching and is especially 
fitted to meet the requirements of the clinical 
facilities in the Twin Cities. The greatest 
credit is due Dean Lyon not only for instituting 
and endeavoring to establish such a plan, but 
also for the tremendous amount of time and 
thought which he has devoted to the laborious 
details essential to its success. The scheme 
should meet with the fullest co-operation of all 
‘eachers and students in the Medical School, 
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as well as that of the profession in general 
throughout the state. The scope and details 
of the plan as drawn up and submitted to us 
by Dean Lyon, follow: 

With the Summer Quarter, 1919, the Uni- 
versity of Minnesota Medical School hopes to 
put into operation a revised curriculum which 
will have for its purpose more intimate and 
individual undergraduate clinical instruction 
than has hitherto been possible. Incidentally 
the plan will enable the school to make fuller 
use of its facilities and will permit students to 
shorten the total time between matriculation 
in the Medical School and completion of the 
required intern year, by using the usual sum- 
mer vacations for purposes of regular study. 

The consideration of prime importance in 
leading the medical faculty to change the 
course of study arose out of the war. Young 
medical graduates were needed in the Army 
and Navy. As a result there was in the Twin 
Cities, as everywhere in the country, a shortage 
of graduate interns. Their places were take 
by senior students, who were permitted to 
substitute this student intern service for the 
usual required clinics of the senior year. 

The result was unexpectedly satisfactory 
to both doctors and students. The former 
found the senior students to be very willing 
and fairly prepared helpers. The latter ob- 
tained a more intimate knowledge of medicine 
and surgery than the ordinary senior year with 
its clerkship and demonstration clinics is able 
to afford.. A study of the situation was, there- 
fore, undertaken to see whether it would be 
possible to include a certain amount of student 
internship in the ordinary four year course. 
It was found that the continuous session under 
the four quarter plan would permit this to be 
done. The University has voted to adopt 
this four quarter system provided the present 
legislature grants the support which will be 
necessary. 

Under the Quarter System the calendar 
year will be divided into four terms, any three 
of which will constitute a school year as ordi- 
narily understood. The proposed Quarters 
are as follows: Fall Quarter, from about 
October Ist through twelve weeks, followed 
by one week of Christmas vacation; Winter 
Quarter from about January Ist through 
twelve weeks, followed by one week of vacation; 





Spring Quarter, eleven weeks, ending about 
June 15th; Summer Quarter, beginning at 
once and extending through eleven weeks, 
followed by a vacation of four weeks. Thus 
the University will be in session forty-six 
weeks out of each year. 

As a result of the new plan of clinical instruc- 
tion founded on the continuous four quarter 
system the Minnesota medical graduate will 
hereafter have spent eighteen months actual 
hospital residence before he graduated. The 
first six months will be a student internship 
under direct supervision of the Faculty. The 
last twelve months. will be equivalent to the 
ordinary graduate internship and may be had 
in any approved hospital. The M. D. degree 
will not be granted until the completion of 
this work, which will be registered for and 
carried on under University rules. 

The Junior and Senior years as divisions 
of the course of study will be abolished. In- 
stead of these, the ten quarters of clinical 
study following the sophomore year will be 
divided as follows: (1) Introductory Clinical 
Period, two quarters, (six months); (2) Inter- 
mediate Clinical Period, two quarters; (3) 
Advanced Clinical Period (student internship), 
two quarters; (4) Regular Internship, four 
quarters. ; 

The Introductory Clinical Period will cor- 
respond to the first six months of the Junior 
year. It will include the introductory didactic 
and laboratory courses in Medicine, Pediatrics, 
Obstetrics and Surgery, advanced work in 
Pharmacology, and clinics emphasizing physical 
diagnosis and primary acquaintance with the 
phenomena of disease. 

In the Intermediate Period of clinical training 
will be concentrated the clerkships, as pre- 
viously carried on in the senior year. 

As clerks, students work a certain number 
of hours each day in the University Hospital 
under direct supervision of the staff, but they 
are not residents or interns. It is planned that 
in the intermediate period each clerk will be 
assigned two months to Internal Medicine, 
two months to Surgery, one month each to 
Pediatrics and Obstetrics. The clerks will 
write histories, make laboratory and physical 
examinations and follow the cases to which 
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they are assigned through any operations that 
may be necessary. At the same time they will 
take lectures in the specialties, attend class and 
section clinics and have regular assignmenis 
to the various departments in the dispensary. 
But they will not, as Juniors and Seniors have 
previously done, attend clinics in distant 
centers like the City and County Hospital. 
It is believed that one of the large advantages 
of the new plan will be the saving of time 
involved in such trips. 

In the third or Advanced Clinical Period the 
central idea will be the new feature of student 
internships. These will be had only in the 
hospitals directly affiliated with the University. 
It is expected that there will be eventually 
about fifteen places in the Minneapolis City 
Hospital; an equal number in the St. Paul 


City and County Hospital, and about ten in. 


the University Hospital. Thus about forty 
students can be accommodated in this period, 
which naturally sets the limit of registration 
for each of the other periods as well. 

As student interns these students will do 
the ordinary work of “junior interns.’”’ They 
will live at the hospitals and thus be enabled 
to follow their cases more closely than under 
the clerkship system, and they will have more 
responsibility. In the hospitals, however, 
they will still be in a large measure students. 
Their work will be supervised by resident 
instructors of experience and by the staff, 
which will further emphasize the educational 
aspect of this work by giving regular clinics 
for this group of students at the particular 
hospital to which they happen to be attached. 
Thus again the time of the students will be 
conserved. Also the responsibility of the staffs 
will be increased, as the staff of each hospital 
will have almost full educational charge of the 
group of student interns attached to the 
respective institution. 

The student intern will go to the University 
two or three times a week for certain advanced 
lectures and will be engaged in the preparation 
of the thesis, which each must present at the 
end of this period. They will thus keep in 
close touch with the school. Final examinations 
in the clinical branches will complete the six 
months of student internship. 
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The year of regular internship follows and, 
as stated previously, may be in any approved 
hospital. It is expected that many students 
will go to distant institutions and thus get the 
advantage of other environments and the 
methods of other physicians. The School 
will appoint an educational advisor at the place 
of internship who will have charge of each 
intern wherever he may be, and a plan of 
reading and reports will be put in force which 
will emphasize the educational side of the 
intern year. 


Under this plan it will be seen that in addi- 
tion to the students in the regular Freshman 
and Sophomore courses, five groups of clinical 
students will at any one time be registered in 
the School: One introductory group, one inter- 
mediate group, one advanced group and two 
groups serving as regular interns. A group of 
the latter will complete their work and receive 
their M. D. degrees every six months. In other 
words the School will graduate two groups a 
year. 

Those students who attend school four 
quarters of each year will save nine months 
on their medical course, including the intern- 
ship. While this fact did not constitute a large 
argument with the Faculty in favor of this 
new system, it is nevertheless of some impor- 
tance in view of the long course of study re- 
quired to prepare men for modern scientific 
medicine. 

While the School will undertake this new 
plan hopefully at this time, it is apparent that 
the fullest realization of its possibilities must 
await enlargement of the University Hospital. 
The value of the clerkship has been demon- 
strated at this and other schools. It is the 
pivot of the curriculum. In this period the 
student should begin his intimate and scientific 
clinical training. Here his habits of work 
should be established. A wide range of clinical 
material is necessary for this purpose. Con- 
sequently for this reason, if for no other, the 
University Hospital should be expanded. The 
interest of the physicians of the state is directed 
anew to this pressing need in the institution 

vhich means so much to the profession through- 
ut the Northwest. 


EDITORIAL 





151 


MEMBERS INVITED TO CONTRIBUTE TO 
THE STATE ASSOCIATION’S 
ANNUAL MEETING 


The committee in charge of the program for 
the State Society meeting of 1919, to be held 
in Minneapolis, wish to remind all the members 
that the program both in Medicine and Sur- 
gery is not as yet entirely filled. 

The work of a program committee is not 
easy. Those who have served in this capacity 
well know the difficultv in getting papers to 
represent all sections of the state. Men well 
qualified to write, and with broad experience, 
often seem loathe to commit themselves to 
working up some subject. It is strongly urged 
this year that every member who has material 
that he is working with and arranging, will 
early express his preference to the committee 
members, and they will do their best to arrange 
a meeting up to the usual standard. 

We have in our state several independent 
and active medical societies, and many of the 
component societies that make up the state 
organization are in themselves very complete. 
On the other hand, it is doubtful whether many 
states have had a more vigorous association or 
one that from year to year has attracted better 
men to come and read papers from the outside, 
or a society that has stood better for the high- 
est ideals in medicine. Let us all strive to 
make the meeting this year a greater credit 
than ever, and Minnesota an unusually active 
center of American Medicine. 


GOLDEN JUBILEE 


Victory Celebration 

The fiftieth annual meeting of the American 
Medical Editors’ Association will be held at 
the Marlborough-Blenheim Hotel, Atlantic 
City, on Monday and Tuesday, June 9th and 
10th, and will take the form of a semi-centen- 
nial celebration and a Victory Meeting, em- 
phasizing the part which this Association and 
its members have taken in the world’s war. 

The enthusiasm manifested upon the part 
of the President, Ex-Presidents and officers of 
this Association is an assurance of its success- 
ful outcome. 

A most attractive program is now being pre- 
pared and every physician, even remotely 
interested in medical journalism, will find it 
to his advantage to attend. 
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SOUTHERN MINNESOTA MEDICAL ASSOCIATION 


Annual Session Held at Mankato, January 20 and 21, 
1919. 
First Day—-Evening Session. 

The association held its annual banquet at Masonic 
Hall, Monday evening, January 20th. 

After an address of weleome by Dr. J. W. Andrews, 
chairman of the committee of arrangemenis, the presi- 
dent, Dr. M. 8. Henderson, of Rochester, took the chair. 

Honorary recognition by the association was given to 
two of its most worthy veterans, Dr. J. H. James, Man- 
kato, and Dr. George F. Merritt, St. Peter. 

In the absence of Dr. J. H. Adair, Owatonna, who 
was scheduled to make a speech regarding his acquain- 
tance and friendship with these men, the president called 
upon Dr. William J. Mayo, of Rochester, to perform 
this pleasant duty. Dr. Mayo said: 

““Mr. President, Members of the Southern Minnesota 
Medical Association, Ladies and Gentlemen: I know 
that Dr. Adair deeply regrets that professional engage- 
ments prevented him from being here on this occasion. 
His kindly heart would have rejoiced in the opportunity 
to pay homage to our guests here this evening. In his 
absence, I wish to assure you that I esteem it a privilege 
to congratulate these old friends of ours, the friends of 
all of us, on this occasion. 

“Dr. Andrews has said that this association is equal 
to, if not greater than, the state association. I want 
to say to you, members of the Southern Minnesota 
Medical Association, that this should not be true; that 
every man who is here is potentiaily a member of the 
state medical association, and he should attend the 
meetings of the state medical association as the repre- 
sentative body of this state.” (Applause.) “ After all, 
we are a local society, but we have very great traditions. 

“When I think of the men that have composed the 
Minnesota State Valley Association and the Southern 
Minnesota Society, and when I think of that old patriot, 
a gentleman of the oid school, Dr. Daniels, now in Cal- 
ifornia, I am deeply impressed with the high type and 
character of such men. I understand that Dr. Daniels 
is in his ninetieth year, and I wish it were possible for 
our secretary to telegraph him our love and esteem and 
jet him know that we have not forgotten him on this 
occasion.” (Applause.) 

‘Mankato has furnished us with men who have done 
much. We have had Dr. Harrington and Dr. Warner; 
we have had Dr. Cummings of Waseca; Dr. Hill of 
Pine Island; Dr. Day of Plainview; Dr. Charles Hewitt 
of Red Wing, who was secretary of the State Board of 
Health for nearly thirty years when I was a younger 
man, and we have had Dr. Millikin, and Dr. Lincoln 
and these two perfectly splendid men we have with us 
tonight, to say nothing of Dr. W. W. Mayo, of Rochester. 
It was the men of this type and character that have made 
this association what it is. We today are reaping the 
benefits of the work that these men did. It is a great 
pleasure to me to have known these men, how they 
worked, what they did, and their relations to the com- 
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munity. When I remember the justice and honor ; nd 
interest with which they pursued their professicial 
labors and the place they held in their respective c m- 
munities, they established a record which it is up to u> to 
emulate and maintain. 

“We have as our guests here this evening two men 
who belong to the time of those men I have spoken about, 
men who have done much for medicine and surgery in 
southern Minnesota. 

“T wonder if we all know just how we would define 
the word ‘character.’ Character is the best attribute of 
man, and we know men by their character, and when 
we say character to those of us who know Dr. James snd 
Dr. Merritt, we know that these men represent what we 
mean when we say character; men of character, of 
courage, of ability, of integrity. These are the type of 
men that have laid the foundations for this association. 
They have shown us by precept and example. We have 
to thank them for other things. 

“Dr. James was one of the first to show that a special y 
could be practiced in a comparatively small town. Much 
as we admire the magnitude of Mankato with our friend 
Dr. Andrews, after all, all of the people in a small com- 
munity and the country surrounding are not able to go to 
the large cities to get the best things that medicine has in 
the way of specialties, and Dr. James was one of the 
first men to carry these things to the patient. In prac- 
ticing a specialty in a small town he has done much 
not only to forward that specialty but to supply his com- 
munity with the very best and latest information that 
could be had as wei as the highest degree of skill. He 
has not only brought those things to the people and to us, 
but has helped to spread the information that it is pos- 
sible in a small town to have hospitals, to have specialists, 
and to have such things as heretofore had only been 
enjoyed in the cities. 

“Dr. Merritt was a different type of a man in a way, 
because he was one ofthe first who became a consultant 
in a small country town. Certain men here and there 
throughout the country communities have by their force, 
integrity, by their character and by their experience, 
practically become consultants of the community, and 
Dr. Merritt is one of those men who has become a con- 
sultant of the community and a wise counselor of the 
Southern Minnesota Medical Association. (Applause.) 
“Tonight we wish to present to these men two canes. 
Why a cane? Because each time that they grasp this 
cane in their hand they will feel that they are grasping 
in friendship the hands of the members of this associa- 
tion. 

“Dr. James, we hand you this cane (handing a gold 
cane to Dr. James) with the love and esteem of the 
members of the Southern Minnesota Medical Associa- 
tion. We congratulate you that we have you with us. 
We congratulate ourselves even more that you are still 
@ young man and can still by your wise counsel direct 
the footsteps of this association further. (Applause.) 

“Dr. Merritt, we hand you this cane with the love and 
esteem of this association, and I can only say, as can be 
said of you, that when we have reached the time of life 
and hold the same place in the community and in the 
hearts of the profession that you have; when we can 
meet as you can meet the Great Reaper, it will be gratify- 
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ing if it can be said of us as it can be said of you, ‘ Well 
done, thou good and faithful servant.” (Applause.) 

Dr. James and Dr. Merritt responded to the remarks 
of Dr. Mayo with feelings of gratitude for presenting the 
canes and for the great honor and distinguished recog- 
nition accorded them. 

Dr. A. F. Schmitt, chairman of the Program Com- 
mittee, spoke of the excellent work the association was 
doing and of the good feeling which prevailed among the 
members. 

Dr. Henry J. O’Brien, St. Paul, responded to the 
toast, ‘‘The Minnesota Medical Man in the Service at 
Home and Abroad.” 

Mr. George W. Peterson, St. Paul, delivered an address 
entitled, “Legal Aspects of Medicine and Surgery.” 

The president, Dr. M. 8. Henderson, delivered his 
address. He selected for his subject, “Fractures Con-- 
sidered as Potential Deformities.” 

Dr. Edward C. Rosenow, Rochester, followed with an 
iilustrated talk on “Prophylactic Inoculation Against 
Pneumonia and Influenza.” 

The remarks of Dr. Rosenow were discussed by Drs. 
A. F. Sehmitt, J. W. Andrews, W. L. Beebe C. E. 
Smith, R. N. Andrews, after which the discussion was 
closed by Dr. Rosenow. 

On motion, the association adjourned until 8:30 A. M., 
Tuesday. 


January 2ist—Second Day—Morning Session 





Annual Business Meeting. 

The association met at 9 A. M. and was called to 
order by the president. 

The president appointed as a Committee on Resolu- 
tions, Dr. W. L. Beebe and Dr. Earl A. Loomis. 

Dr. G. F. Merritt presented his report as treasurer 
which showed a ba.ance on hand up to January, 1919, of 
$142.27. 

It was moved that the report of the treasurer be 
accepted as presented. 

Seconded and carried. 

Dr. William J. Mayo extended an invitation to the 
association to hold its next meeting in Rocheste>. 

Dr. W. L. Beebe moved that the invitation of Dr. 
Mayo be accepted. 

Seconded and carried. 

Dr. J. W. Andrews cailed attention to a bill before 
the legislature favoring a system of hard surface roads 
throughout the state, carrying with it an appropriation 
of $100,000,000. He therefore moved that the associa- 
tion put itself on record as heartily endorsing the Babcock 
bill for good roads. 

Seconded by Dr. W. L. Beebe. 

Dr. A. F. Schmitt said a representative of the Good 
Roads Commission (Mr. John Homans) would speak 
before the association this morning on this subject, and 
he moved to amend that this matter lie on the table 
until after the representative of the Good Roads Com- 
mission had been heard. 

The amendment was seconded, accepted and carried. 

Dr. Earl A. Loomis, Minneapolis, read a paper en- 
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titled “Refractive Needs of Children,” which was dis- 
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cussed by Drs. E. W. Benham and W. L. Beebe, after 
which the discussion was closed by the essayist. 


Dr. J. D. Lewis, Minneapolis, followed with a paper 
entitled “Acute Mastoiditis,” which was discussed by 
Dr. Lillie, a member, and discussion closed by the essay- 
ist. 

Dr. M. J. Jensen, Minneapolis, read a paper on “ Pia- 
centa Previa and Abruptio Placentae,” which was dis- 
cussed by Drs. Masson and MacLaren. 

Dr. William J. Mayo, Rochester, read a paper en- 
titled ‘Some of the Old Hospitals of London, with 
Special Reference to the Surgical Treatment of Fistula- 
in-Ano as Perfected at St. Mark’s.” 

The paper was discussed by Dr. MacLaren, afrer which 
the discussion was closed by the essayist. 

Dr. A. E. Wileox, Minneapoiis, read a paper on “The 
Open and Closed Treatment of Fractures; New Methods 
and New Apparatus Used.” 

Discussed by Drs. John E. Lord, Omaha, Nebraska, 
Dr. Emil 8S. Geist, M. 8. Henderson, A, F. Schmitt, and 
discussion closed by the essayist. 

Dr. J. W. Andrews announced that a complimentary 
luncheon would be given at the Masonic ‘Temple by the 
physicians of Mankato. 

Mr. John Homans was introduced and spoke on the 
subject of permanent road improvement in the State 
of Minnesota, saying that Mr. Charles M. Babcock had 
introduced a bili into the legislature providing for inter- 
county hard surface roads to be buiit in the state. This 
intercounty system would cover every county seat and 
would afford means of excellent travel for approximately 
eighty per cent of the population of the state. The es- 
timated cost for carrying out this svstem was approx- 
imately $100,000,000. 

At the conclusion of Mr. Homan’s remarks, Dr. 
William J. Mayo moved that the association memorialize 
each one of the representatives from southern Minnesota, 
both in the House and in the Senate; that the associa- 
tion heartily endorse the scheme of Commissioner Bab- 
cock, and that the secretary of the association be in- 
structed to notify these representatives of the action 
taken. 

Motion seconded by Dr. W. L. Beebe and carried 
unanimously. 

Dr. E. S. Muir, chairman of the Committee on Nom- 
inations and New Members presented the following 
report: 

The following have been nominated to fill offices for 
the ensuing year: 

President, Dr. John Williams, Lake Crystal; first 
vice-president, Dr. W. E. Sistrunk, Rochester; second 
vice-president, Dr. W. J. Richardson, Fairmont; secre- 
tary, Dr. H. T. McGuigan, Red Wing; treasurer, Dr. F. 
G. Merritt, St. Peter. 

Dr. Muir moved that the secretary be instructed to 
cast the ballot of the association for the election of these 
officers. 

Seconded and carried. 

The secretary cast the ballot as instructed and they 
were declared duly elected. 

Dr. Williams thanked the association for the distin- 
guished honor conferred upon him in electing him presi- 
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dent, and said he would do his best to fill the office with 
credit to himself and to the members. 
Dr. Muir waned the following list of new members: 


Emil S. Geist... ses cutee Asleep chedilaseotsamsShae a 
Archibald MacLaren. ene er ee 
Maurice Dana Corper...... ...Winnebago 
WE, PIR csssescnniene-.-.-- ...Duluth 
ie Bs I iiccnnecncacscelevcacens Sandstone 
Edward L. Tuohy.................... ...Duluth 
IN sais esses siihaticaspnsessencecencdsmuaninds Rochester 
Carl A. Hedblom.... ssa evaaea eae Rochester 
Ernest Z. Wanous......... ...Minneapolis 
Hugo J. Hartig.......... -ssssvsseseeee Minneapolis 
MI Bile PINON i sccsciocese swaceeséurscanecceusbactunestoas St. Paul 
‘ James Farrage............. ...Winnebago 
Pip oe riiicciisiiinadseciereiavses: ... Hastings 
R. 8S. Radabaugh............... .. Mazeppa 
CO Ee 
WPM Bis, SIE. .nicasncccnscscccceccecscccscsnseceessssucecs Rochester 
UR BN icra ciccPocsscicdinnassusacrevedraciovsvecsia a 
PAPO Tis BAIR nessa cesscsecseonsares ...Rochester 
Henry Blong.... ee ae eA Coe ..Elmore 
C. A. Donaldson... EERE ee ee ee Minneapolis 
> ae inte tasiniesbis ts eccevtsseioge Minneapolis 
I is css sitnenion eoansnesouiootaneionansicbagaaiaee’ St. James 
Walter EB. Whiite...............0....00..... om Howard Lake 
RN nc ansinavcdandonseanenctescetettiahaannl Amboy 
Georgine Ludenm............000...0.0.00.c.ccceceeeeceeee cesses see ROCHESter 
LAL ene saieaeaaae Lessee eesseeeeROChester 
Walter G. Nuessle............ cicada Springfield 
H. W. Reiter.......... ... Shakopee 
Otto J. Seifert......... SEE. 
oc cen Sts ens ccadincnecrmapeas nando Eyota 
M. J. Jensem.................. ee EN ee Minneapolis 
Wa ibs II, ccncecicssusenistecesnsssenssteuiicn iubvchencnatbeds Winona 


Andrew J. Kaess.... Fargo, North Dakota 


Me haiiscspnssasvicieerciesvinbonivesteecasbeaginekel Fergus Falls 
J. H. Beaty........... POL ROR TE St. Cloud 
i ccaccae ess syasscicvesentadeersncveseoauacs aa Lake City 
Earle R. Hare... ......-...Minneapolis 
J.T. Bowers....... . ek da halt oculecteaeah eee Lake City 
I MIR cieres nin dacensncen seers nacrasuncacmexeparnedaiaince Rochester 
Matthew J. Fitzpatrick... ..Mason City, lowa 
Bg a sa iceisdiesen obancardvssneoneckouonmesnnri Rochester 
I I NI a accccu icndleshnrestcaionesanvaneseaniaaaion Minneapolis 


Dr. Muir moved that the secretary cast the ballot of 
the association for the election of these new members. 

Seconded and carried. 

The secretary then cast the ballot as instructed and 
they were declared duly elected. 

On motion, the association adjourned until 2 P. M. 

Second Day—Afternoon Session 

The association reassembled at 2 P. M. and was called 
to order by the president. 

Dr. C. A. Donaldson, Minneapolis, read a paper en- 
titled “Roentgen Examination in Eye Injuries With 
Foreign Body Localization, “which was discussed by Drs. 
W. L. Benedict, J. D. Lewis, and in closing by the 
essayist. 

Dr. Harry A. Baker, Minneapolis, read a paper en- 
titled “A Neisser—Luetic Outiook,” which was dis- 
cussed by Drs. Harry Irvine, F. R. Wright, and in 
closing by the essayist. 
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Dr. C. A. Hedblom, Rochester, read a paper 


titled “The Treatment of Chronic Empyema,” which 
was discussed by Dr. S. C. Schmitt. 


Dr. E. J. Huenekens, Minneapolis, read a payer 
entitled “Child Welfare Division of the State Board of 
Health,” which was discussed by Drs. Helen Hilescher, 
R. N. Andrews, and in closing by the essayist. 

Dr. A. C. Broders, Rochester, read a paper entitled 
‘Basal Cell Epithelioma,” which was discussed by Dr. 
Gordon B. New, a member, and in closing by the essayist. 

Dr. Arthur H. Logan, Rochester, followed with a paper 
entitled “Chronic Ulcerative Colitis,” which was dis- 
cussed by Dr. Edward L. Tuohy, after which the dis- 
cussion was closed by the essayist. 

‘Dr. J. W. Andrews moved that any small bills that 
came in, properly approved, be paid by the treasurer. 

Seconded and carried. 

Dr. Henderson moved that the Southern Minnesota 
Association extend a vote of thanks to the members 
of the local Committee of Arrangements for their fine 
entertainment and for the hospitality extended during 
the meeting. 


Adjourned. H. T. McGuiaan, M. D., Secretary. 





OF GENERAL INTEREST 


Dr. A. M. Crandall formerly of Fairfax has 
moved to Madison, Minn. 

Dr. E. W. Humphrey was recently elected 
Mayor of Moorhead, Minn. 

Dr. J. E. LeClere has returned to his practice 
in Le Sueur after several months in Government 
service. 

Dr. H. D. Burns has been appointed official 
resident physician for the Minneapolis and 
St. Louis railroad. 

Dr. Charles Germo, Balaton, Minn., who has 
been in France for several months recently 
returned to Balaton. 

Dr. A. M. Hanson who recently returned 
from France expects to return to his practice in 
Fairbault in a short time. 

Dr. Lawrence F. Fisher, formerly of Dick- 
inson, N. D., has become associated with Dr. 
F. H. Gambell of Thief River Falls, Minn. 

Dr. H. B. Zimmermann who has been with 
Base Hospital No. 26, France, has returned 
to St. Paul, and resumed practice. 

Dr. E. A. Rumreich of Mahnomin, Minn., 
who has been stationed at Camp Logan, 
Texas, has returned after being absent for 





nearly a year. 

Dr. Ernest Gillmore who recently received 
his honorable dicharge from the army, has 
become associated with Drs. Benson and Sand- 
ven of Willmar, Minn. 
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Word has recently been received that Dr. 
Wallace Cole, St. Paul, who is in active service 
with the United States forces, has been pro- 
moted to the rank of Major. 

Dr. M. C. Piper of Sanborn, who has been 
honorably discharged from the army, has been 
spending a few weeks in Chicago before return- 
ing home to resume his practice. 

Dr. Harris D. Newkirk who has been sta- 
tioned at Camp Humphreys, Va., has been 
honorably discharged from the army and has 
returned to his home in Minneapolis. 

Dr. Ida M. Alexander who spent nearly two 
years in Red Cross work among the refugees 
of the war stricken area of northern France, 
recently returned to her home in Sauk Center, 
Minn. 

Through an unfortunate error the name of 
Dr. C. M. Oberg, Minneapolis, appeared in 
the obituary columns of the March issue. The 
notice referred to Dr. C. Oberg, dentist of 
Minneapolis, and our deep apologies are due 
to Dr. C. M. Oberg. 

Dr. J. R. Nannestad of Albert Lea, Minn., 
who was commissioned a lieutenant in the 
army last summer and who was confined to a 
hospital in Minneapolis for many weeks fol- 
lowing his discharge in December, has resumed 
his practice in Albert Lea. 

Dr. H. B. Weinburg, Waterville, who entered 
the medical corps of the army last year as a 
first lieutenant and saw service in France 
for several months, is now back in America. 
He was wounded twice while on duty and has 
been recommended for the French Croix de 
Geurre for bravery in caring for the wounded 
under fire. 

The Upper Mississippi Valley Medical So- 
ciety, at its annual meeting at the Chamber of 
Commerce rooms in Brainerd, February 13th, 
elected as officers: President, Dr. A. W. Ide, 
Brainerd; vice-president, Dr. A. V. Tankboner, 
Motley; secretary-treasurer, Dr. J. A. Evert, 
Brainerd; censor for three years, Dr. J. A. 
Thabes, Brainerd; delegates to the State Med- 
ical Society, Dr. P. Kenyon of Wadena and 
Dr. L. M. Roberts of Little Falls. 


Dr. J. A. Rippert of Chisholm, Minn., has 


been appointed an assistant to Dr. E. E. ° 


Webber, chief surgeon of the Duluth, Mesabe 
and Northern railroad, and will handle the 
railroad work at Proctor according to an an- 


nouncement by Dr. Webber recently. Further 
appointments of assistant surgeons in the D. M. 
& N. service as announced by Dr. Webber are 
as follows: Dr. C. E. Lum, oculist, Duluth; 
Dr. D. C. Rood, Hibbing; Dr. 8. 8. Blacklock, 
assistant, Hibbing; Dr. A. B. Kirk, Chisholm; 
Dr. C. V. Malmgren, Virginia; Dr. C. W. Bray, 
Biwabik; Dr. C. W. More, Eveleth; Dr. N. D. 
Kean, Coleraine; Dr. J. P. Caldwell, Coler- 
aine; Dr. L. F. Hulsman, Marble; Dr. A. W. 
Shaw, Buhl. 


A joint influenza committee has been created 
to study the epidemic and to make comparable, 
so far as possible, the influenza data gathered 
by the Government departments. The mem- 
bers of this committee, as designated by the 
Surgeon General of the Army, the Surgeon 
General of the Navy, the Surgeon General of 
the Public Health Service, and the Director 
of the Census, are: Dr. William H. Davis, 
chairman, and Mr. C. §S. Sloane, representing 
the Bureau of the Census; Dr. Wade H. Frost 
and Mr. Edgar Sydenstricker, of the Public 
Health Service; Colonel D. C. Howard, Colonel 
F. F. Russell, and Lieutenant Colonel A. G. 
Love, United States Army; Lieutenant Com- 
mander J. R. Phelps and Surgeon Carroll Fox, 
United States Navy. 


The first inter-Allied medical aeronautical 
congress opened at Rome, March 10th, its 
object being to promote the study of medical 
problems arising from aviation. The United 
States was represented at the congress by Dr. 
L. G. Rowntree of the University of Minne- 
sota. Resolutions dealing with physical and 
psychological tests applicable to candidates for 
pilots’ licenses, the control of flights to high 
altitudes and the use of oxygen by aviators 
were presented, and the hope was expressed 
that these resolutions would be taken into 
account when an international aerial code is 
drafted. It was decided to form a permanent 
committee to present the views of the medical 
profession in matters pertaining to aviation. 
Prof. Guillain of the University of Paris was 
elected president of the body. 

The University Hospital, which was wholly 
turned over for influenza patients for some 
weeks, is again open to receive, free of charge, 
the indigent sick of the state. In order that 
the institution may serve both the public and 
the medical students to the best advantage 
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it is necessary to have a variety of cases. In 
this regard attention is called particularly to 
the eye and ear service. Many suitable cases 
are not sent early enough to receive maximum 


from both lines, the men remained two davs 
without food or drink. Three of them die. 
They were then moved to a German hospit:!. 
During his three weeks there, Dr. Gallagher was 














benefit. Physicians who have such patients, not permitted to care for the German wounded. — 

entitled to be received at the University Hos- Their only fare consisted of soup made from Vol. 

pital, are asked to write to the University horse meat. Dr. Gallagher spent eight monthlis _ 

Hospital in regard to them and application at the German prison camp at Villingen, where 

blanks for admission will be sent to them. thefood was enough to sustain life, hesaid. The ORI 

In cases of emergency the waiting list will be wired enclosure surrounding the wooden bar- —_ 

disregarded, and doctors may obtain admission — racks was brilliantly lighted day and night to pre- ent 

for patients by phone or wire. vent escape. Five prisoners escaped one night : 
Lieutenant Bernard J. Gallagher, former by throwing a weighted wire on the wire fence, FRA 

Minneapolis physician who was taken prisoner and grounding it which caused complete dark- 

in March, 1918, at Amiens, France, while ness, but the men were recaptured. Since THE 

caring for twenty wounded soldiers, and held in he was released from the prison on November 

a German prison camp for nine months, has 28th, Dr. Gallagher visited France, Switzer- Tm 

returned and is now at his home in Waseca, land, Scotland and England. Tut 

Minn. Dr. Gallagher was captured when the THI 

British battalion with which he was stationed 2 wantle qaenaes 

moved back, and he remained at his post, while WA N TE PHYSICIAN ee Tul 


being surrounded by Germans. He was as- 
sured by a German officer that trucks would 
take them back to their lines, but the British 
tried to retake the sector, and between fire 





Assistant at The 
Rochester State Hospital, Rochester, Minn. 
Address Superintendent for particulars. 
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Oconomowoc Health Resort 


OCONOMOWOC, WISCONSIN 


For Nervous and Mild Mental Diseases 
Building new, most approved fireproof construction 


ARTHUR W. ROGERS, M. D., Resident Physician in Charge 
LONG DISTANCE TELEPHONE 


Built and equipped to supply the demand of the neurasthenic, borderline 
and undisturbed mental case for a high class home free from contact with 
the palpable insane, and devoid of the institutional atmosphere. 

ifty acres of natural park in the heart of the famous Wisconsin Lake 
Resort Region. Rural environment, yet readily accessible. 

The new building has been designed to encompass every requirement of 
modern sanitarium construction, the comfort and welfare of the patient 
having been provided for in every respect. The bath department is un- 
suaully complete and up-to-date. 

Number of patients limited, assurtng the personal attention of the resi- 
On main line C.M. & St.P.Ry., 30 miles west of Milwaukee dent physician in charge. 

Trains met at Oconomowoc on request. 























$121,224.05 
Paid to Doctors in 1918 for Accidents and Sickness 


Over $4.00 paid for claims to each dollar used for all other purposes 


17 years’ successful operation. Over $100,000 surplus 
No Agents No Profits 


PHYSICIANS CASUALTY ASSOCIATION 


PHYSICIANS HEALTH ASSOCIATION l 
OMAHA, NEBRASKA 





























